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Abstract 
This Doctor of Nursing Practice (DNP) project addresses the importance of values and beliefs in 
patient’s healthcare decisions. Relying on a holistic theoretical model that accounts for all 
aspects of the human experience, the focus shifts from standard healthcare delivery to 
exploration of spiritual values and beliefs. In the past two decades, researchers and healthcare 
professionals have juxtaposed healthcare and spirituality to broaden the domain of care and 
enrich the provider and patient experience. Evidence has shown the alliance of spirituality and 
clinical practice has the potential to improve wellbeing and healthcare outcomes.  
Interventions: In a public health setting, a cohort of healthcare professionals participated in 
three seminars designed to explore the role of spirituality and clinical practice.  
Methods: Participants were introduced to spiritual precepts, self-reflection exercises, a spiritual 
assessment tool, a digital platform for aiding death and dying conversations and a complimentary 
alternative method (CAM). The validated Multidimensional Measurement of Religious/ 
Spirituality assessment and the validated Faith, Importance, Community and Address (FICA) 
spiritual assessment tool were trialed.  
Results: Based on the post-test data collection for the seminars, educational content had a 
positive effect on healthcare professional perceptions of spirituality and clinical practice. Post-
test data were scored using a Likert 5-point scale. The observation of a minimum one-point 
positive change was a primary goal of the educational content. Of the 15 pre- and post-test 
knowledge and confidence questions, the minimum one-point change occurred 9 times. A two-
point change occurred five times and a three-point change occurred for four post-test questions. 
In addition to the positive data outcomes, at the conclusion of the intervention, key stakeholders 
were developing plans to create a permanent, employee spirituality awareness group. This result 
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was in accordance with the project’s intention to create a cultural shift, which embraced 
spirituality in clinical practice.  
Conclusion: As clinical practice rises to meet the demands of complexity, cost, and value, 
spirituality is a potentially useful basis for assessing and developing attitudes and behaviors that 
support patient quality of life, healthcare utilization, and healthcare professional’s wellbeing. 
Keywords: Healthcare professional, physician-patient relationship, advance care planning, 
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Not surprisingly, the Church’s permission to study the human body included a tacit 
interdiction against corresponding scientific investigation of man’s mind and behavior. 
For in the eyes of the Church these had more to do with religion and the soul and hence 




 During the Enlightenment, the Catholic Church permitted early anatomists and 
physiologists to dissect the human body to advance understanding of the inner workings. The 
intention was to understand the disease state. However, anatomists were cautioned to refrain 
from examining the brain or the mind as the attitudes, beliefs, behaviors, and practices of men 
were to remain the sole propriety of religion (Engel, 1977). These curious scientific men, who 
were to elevate medicine from how it had been practiced since its Greek beginnings obliged the 
request. The process of separating religion from medicine was gradual and yet it was successful 
in rooting out any semblance of its historical foundation with religion. It is at this point in 
history, that it was believed the relationship between health and spirit diverged, in the Western 
World (Engel, 1977).  
 In modern history, the relationship between religion and medicine was once again 
revisited at a convention sponsored by the American Medical Association’s (AMA) first Council 
on Medicine and Religion in 1964 (Astrow, 2013). At the convention, theologian Abraham 
Heschel presented a talk, calling for a return to medicine’s early religious and spiritual roots. 
Specifically, he urged attendees to consider the physician’s own sense of transcendental 
significance (Astrow, 2013). To treat a person, one must first be a person, Heschel told the 
assembly (Astrow, 2013; Sulmasy 1999). Since the 1990s, physicians Alan B. Astrow and 
Daniel P. Sulmasy have echoed Heschel’s earlier message of re-integration of spirituality and 
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medicine within the academic, research, and clinical practice communities. Astrow and Sulmasy 
have published several articles delineating the relationship between spirituality and medicine and 
encouraging readers to consider medicine as a spiritual vocation (Astrow, 2013; Sulmasy, 2009; 
Sulmasy 1999).  
 To discuss how the schism between spirituality and medicine took place is beyond the 
scope of this paper; however; it is possible to sum up two reasons why the division occurred. The 
first cause relates back to medicine’s early roots in the Enlightenment or the age of reason.  Early 
medicine grew out of the need to address the behavioral, psychological and social manifestations 
of disease, Engel (1977) tells us, and medicine evolved once treatment involved less prayer and 
more scientific analysis. It was the decision to apply principles that were developing at the time, 
Descartes’ philosophical rationalism and Newtonian laws of motion and physics that the 
biomedical model of care arose. It was the deliberate act to distinguish medicine as a rational, 
scientific field unlike the superstitious, irrational field of religion and spirituality (Engel, 1977).  
In the last half century, a second reason evolved for the rift between religion and 
medicine, and that is economics as a strong and consistent motivator to rationalize, 
depersonalize, and medicalize illness (Astrow, 2013). Healthcare makes up 18% of the national 
GNP or three trillion dollars annually (Astrow, 2013). It is well known, that more is spent per 
capita in the United States on healthcare compared to any country in the world. In the United 
States, Astrow points out, healthcare is a business. Like Heschel, Astrow (2013) and Sulmasy 
(2009, 1999) implore physicians and nurses to leave the economic perspective to the 
administrators and policy makers. Instead, physicians and nurses are challenged to see their work 
not as a profession but as a spiritual vocation.  
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Today, the literature suggests that healthcare professionals, patients, and healthcare 
systems are impacted by the schism. The effects are psychological and economic. Sulmasy 
(1999) raises the issue that acknowledgement of healthcare professional suffering is long 
overdue. With so much being said of spirituality and healthcare, why have so few asked about 
the spiritual quality of the individuals whose job it is to make healthcare whole again, Sulmasy 
asks (1999). A British study found 28% of oncologists have a psychiatric disorder (Astrow, 
2013). The British study highlighted increased suicide rates, divorce, and professional attrition 
(Astrow, 2013). These incidences are attributable to depersonalization, emotional depletion, and 
compassion fatigue (Astrow, 2013). Similarly, in one study 15% of acute care nurses were found 
to suffer compassion fatigue (Hooper, Craig, Janvrin, Wetsel, & Reimels, 2010).   
Patients suffer spiritual distress and uncertainty around their medical illnesses 
(Anandarajah & Hight, 2001; Stephenson & Berry, 2014). Spiritual distress is the loss of 
meaning, belief, values, hope, and connection to others and the transcendent, leading to a 
numinous crisis with the power to negatively affect physical and mental health (Anandarajah & 
Hight, 2001). Uncertainty is the subjective, psychological experience of living without a working 
schema to provide context and meaning to one’s life (Stephenson & Berry, 2014). Uncertainty 
occurs when an individual’s beliefs fail to explain life events. There are various documented 
reactions to spiritual distress and uncertainty: anger and loneliness (Scott, Law, Brodeur, 
Salerno, Thomas, & McMillan, 2014); depression (Pearce, Coan, Herndon, Koenig, & 
Abernathy, 2012); and decline in physical function (Fitchett, 1999; Pargament, Koenig, 
Tarakeshwar & Hahn, 2004).  
On an economic scale, projections of increased health utilization at end of life calculate 
to 1.4 billion (Balboni, et. al, 2011). The prospective, multi-site study demonstrated that failure 
SPIRITUALITY IN CLINICAL PRACTICE: RECOGNIZING THE IMPORTANCE OF VALUES 10 
to attend to spiritual care needs led to the receipt of more aggressive and prolonged medical care 
hence increased healthcare dollars (Balboni et al., 2011). Others attempt to explain that 
hospitalization provokes existential concern in patients and families when grief, loss, and 
uncertainty about the future are most felt (Hodge and Wolosin, 2014). According to Stephenson 
& Berry (2014), it is the perceived loss of time laden with uncertainty that determines whether 
the patient and surrogates will follow the path of medical futility.  
The per capita costs of delivering healthcare in the U.S. is not unmatched by the 
extraordinary costs of end of life care. According to the 2014 Dartmouth Atlas national average, 
in that year, Medicare spent a total of $69,289 in the last two years of life per beneficiary with 
$30,127 alone in hospital costs (Dartmouth Atlas of Healthcare, 2014). In one well-known study, 
spiritual care was associated with better patient quality of life and demonstrated the potential for 
cost savings at end of life (Balboni et al., 2010). When spiritual care was taught to a group of 
palliative care professionals, significant and sustained results were found regarding participants 
self-perceived compassion to their dying patients (Wasner, Longaker, Fegg, & Borasio, 2005).  
 Healthcare professional wellbeing, patient quality of life, and health care utilization have 
been significantly affected by the spirituality and healthcare divergence. Sulmasy (1999) felt the 
suffering of healthcare professionals was the first step in re-personalizing healthcare. Astrow 
(2013) and others encourage reflective practice or defining the source of one’s commitments 
through exploration of transcendental ideals including personal beliefs and values (Best, Butow, 
& Olver, 2015; Knapp, Gottlieb, & Handelsman, 2017; Sulmasy, 2002). Astrow and Sulmasy 
engaged healthcare professionals on reflective practice in an inter-professional series at St. 
Vincent’s Hospital in Manhattan in 2000 (Astrow, 2013). It was not an intended research study. 
The effort was born out of the need to create an informal forum for physicians, nurses, social 
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workers, chaplains, and psychologists to discuss core values and share in their sources of 
spiritual inspiration (Astrow, 2013).  
Well-designed studies have tested the effects of healthcare professional self-reflection 
and introduction of spiritual care towards measured states of wellbeing and quality of life, for 
both healthcare professionals and patients. Spiritual care is the facilitation of the self-identified 
beliefs, meaning, values, sources of strength, and life goals through a spiritual history which 
solicits practices, community support, and thoughts on medical-decision making (Puchalski, 
2001; Anandarajah & Hight, 2001). Studies demonstrate attendance to spiritual care leads to 
decreased depression (Pearce et al., 2012); overall patient satisfaction (Astrow, Wexler, Texeira, 
He & Sulmasy, 2007; Pearce et al., 2012), improved quality of life (Balboni et al., 2010; Kang et 
al., 2012); increased healthcare professional wellbeing (Wasner et al., 2005) and lower health 
care utilization and costs (Balboni et al., 2011). 
A second body of work by researchers and essayists (Churchill, 2014; Isaac, Hay, & 
Lubetkin, 2016; Maugans, 1996; Puchalski, Lunsford, Harris, & Niller, 2006; Sulmasy, 2002, 
2009) suggest advance care planning in the context of spirituality is beneficial. Puchalski (2000) 
affirms that spiritual care lends naturally to health care and advance care planning conversations 
between healthcare professional, family, and patient. This is made possible by obtaining a 
spiritual assessment, an evaluation where deeper meaning can be found (Puchalski, 2000). 
Churchill (2014) aptly states that when advance care directives are appreciated for their spiritual 
and ritualistic significance as “expressions of a deeper understanding of one’s role and place in a 
sacred order” (p.760) more than likely advance care directives will reserve an important place in 
healthcare. 
Problem Description 
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 Setting. The site for the spirituality and clinical practice intervention was chosen for the 
groundwork accomplished by a former doctoral student in the spring of 2017. Previously 
identified as a high need setting, the project implemented an advance care planning intervention 
focused on northern California Marin County’s homeless. A previous DNP student engaged 
healthcare professionals in educational sessions aimed at increasing awareness, confidence, and 
intention to change practice in the ascertainment of health literate advance care planning 
documents. Overall, the student’s intervention resulted in a positive response (Hubbell, 2017). 
During the needs assessment phase, the DNP student engaged clients in advance care planning 
discussions to gain insight into the development of an intervention. Of interest, the student 
discovered clients were more interested in discussing “concerns, hopes, values for care rather 
than intervention preferences” (Hubbell, 2017), a point that resounds in the literature (Sudore, 
Stewart, Knight, McMahan, Feuz, & Miao, 2013). For these reasons, the site was considered 
ideal for testing the applicability of spiritual care.  
The setting was a county agency in the community health and prevention division of 
social services within the Department of Health & Human Services. The county agency’s 
primary mission was to enhance quality of life, safety, and security of its residents (personal 
communication, October 19th, 2017). Two branches within the agency oversee the delivery of 
care and services. The Area Agency on Aging in conjunction with a commission on aging ensure 
the administration of the Older Americans Act first enacted in 1965 and revised in 2016. It 
guarantees the provision of services to the elderly to maintain independence and safety. Under 
the act, an ombudsman investigates public reports of misadministration against agencies and 
persons that deliver long-term care. Area Agency on Aging is an information and assistance 
program, which fields and directs calls to either branch for intake and evaluation. A second 
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branch oversees adult protective services and In Home Support Services (IHSS). In addition to 
state mandated services several public service programs are managed often in partnership with 
community leaders.  
For scale, the county adult protective services fielded approximately 1,000 new reports of 
alleged abuse in 2016. Of those, 851 new cases were opened and investigated. Mandate requires 
a formal response within 10 days based on personal interviews and collateral data. There is no 
mandated timeframe for concluding a case. Cases may resolve within days or prolong for 
months. IHSS oversaw the delivery of state funded care to over 1800 recipients provided by over 
2,000 providers, who were either a family members of home health aide. A network of social 
workers and nurses jointly facilitate the delivery of home health services to nearly 3000 clients. 
The public health professionals that provide health and psychosocial care include 18 county 
social workers, 4 public health registered nurses, and one public guardian. The patient population 
consists of adults sixty-five and older, who are marginally housed and others with disability in 
the form of legal blindness, physical disability, end stage renal disease, cognitive impairment, 
mental illness and substance abuse.  
Labor statistics show a county demographic profile of 20.6% adults over the age of 65, 
20.5% adults under the age of eighteen, and the remaining 58.9% of adults between the ages of 
18 and 60 years old (Marin Health and Human Services, 2017). At a glance, the county was 
home to approximately 260,000 individuals in 2016. Resident ethnicity is predominantly white 
(85.7%) followed by Latino (16.0%), Asian (6.3%), and black (2.8%). Fifty-five percent of the 
population is educated at a bachelor’s degree or higher. In 2015, median gross rent was $1678 
and an average median home price was $815,100. Median household income was $93,257 and 
per capita income was $60, 236. The poverty rate was 7.5%. Between 2011-2015, 5.2% adults 
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under the age of 65-year-old were living with a disability and 6.2% were without healthcare 
insurance. In 2012, cost for countywide health and social assistance totaled $2,102,255 annually 
(Marin Health and Human Services, 2017).  
 With respect to community health, Marin county exceeds standards comparable to 
counties within the state and throughout the country for low incidence of asthma (5.8%; Ca 7.5% 
& U.S. 8.2%), chronic kidney disease (11.6%; Ca 17.9% & U.S. 18.1%), chronic obstructive 
pulmonary disease (5.4%; Ca 8.9% & U.S. 11.2%), diabetes (15.2%; Ca 25.3% & U.S, 26.5%), 
hyperlipidemia (38.9%; Ca 41.5% & U.S. 44.6&), hypertension (39.8%; Ca 49.6% & U.S. 
55.0%), and depression (12.6%; Ca 14.3% & U.S. 16.7%). Incidence of dementia was 
comparable with state and national figures (9.3%; Ca 9.3% & U.S. 9.9%). The county did not 
meet statewide and national county standards for low incidence of atrial fibrillation (9.1%; Ca 
7.3% & U.S. 8.1%) and all cause cancer (8.6%; Ca 7.5% & U.S. 7.8%). Psychosocial indicators 
were met for those living below the poverty level (5.2%; Ca 10.3% & U.S. 9.4&), but not for 
living alone (30.3%; Ca 23.3% & U.S. 26.6%) or adults with substance abuse issues (20.0%; Ca 
16.8%, no U.S. county statistic available). This subset of data applied to adults older than 65 
years of age (Marin Health and Human Services, 2017).      
 According to the Marin Health and Human Services database (2017), the county’s current 
state of homelessness reveals 835 unsheltered individuals living on the streets or in vehicles, 
anchor outs, or abandoned buildings. In addition, 474 sheltered individuals were living in 
transitional housing or emergency shelters. The clear majority (60%) of homeless were over the 
age of twenty-five, 29% were aged 18 to 24 years of age, and 11% were under the age of 
eighteen. Fourteen percent of those surveyed identified as being lesbian, gay, bisexual, or trans-
gendered. African –Americans were overrepresented in the sample, representing 20% of those 
SPIRITUALITY IN CLINICAL PRACTICE: RECOGNIZING THE IMPORTANCE OF VALUES 15 
surveyed, but constituting only 4% of the county’s population. Fourteen percent of homeless had 
been a ward of state or a foster child. Prior to becoming homeless, 71% had stable housing as a 
homeowner or renter. Seven percent had been in the penal system prior to their becoming 
homeless (Marin Health and Human Services, 2015).  
 These statistics and findings are presented to demonstrate not that the county is unable to 
rise to meet the needs of its county residents compared to other counties but perhaps there exists 
a segment of the population whose needs depend exceedingly on available financial resources 
and the resilience of the county’s agency employees for whom this DNP project was geared. 
Since the 1960s, the national social structure has changed dramatically where dual-income 
households are the norm and care giving for parents and grandparents is weighed against the 
demands of modern living, in turn challenging the household structure and work-life balance 
(Bjasinsky, 1997). These are likely some of the contributing factors which strain the social fabric 
and make the necessity for public health and social services greater.  
PICOT 
The literature search was guided by the question: “In a public health setting, how does the 
introduction of healthcare professional spiritual care training affect attitudes and behaviors 
regarding clinical practice? To answer this question, the following electronic databases were 
searched: Cumulative Index to Nursing and Allied Health Literature (CINAHL), Medline, 
American Theological Library Association (ALTA Religion Database), Psychological 
Information Database (PsycINFO), (SocINDEX), and Fusion. The search terms used were 
(‘healthcare professional’ OR ‘physician-patient relationship) AND (‘homeless’) AND 
(‘elderly’) AND (advance care planning’) AND (‘spirituality’ OR ‘spiritual care’ OR ‘spiritual 
need*’) AND (‘healthcare outcomes’ OR ‘attitudes and behaviors’ OR ‘barrier’). Inclusion 
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criteria were English language, adult age group (50-64, 65 and over), and publications dated after 
1990.  
The total number of articles found across all six databases was 54 articles, including 
research, editorial, and book extracts. Among the articles, some were speculative in nature, 
others were theoretical, consensus projects, and a number were researched based. Articles that 
were chosen for review addressed the concept and application of spiritual care training. The 
primary criterion for research was a dependent variable of spiritual care training for healthcare 
professionals. Studies were included for all healthcare professionals including physicians, 
registered nurses, social workers, psychologists, palliative care specialists, mid-level 
management. Each study included instruments of measurement.  
Given the vast number of instruments for measuring self-perceived spirituality, 
wellbeing, quality of life, etc. it was not possible to limit studies to identical instruments.  
Secondary criteria included an outcome population of healthcare professional wellbeing or 
patient quality of life. After examination of the results, 10 studies were retained for evidence-
based synthesis using the John Hopkins Nursing Evidence Based Practice Research Evidence 
Appraisal Tool and the John Hopkins Nursing Evidence Based Practice Non-Research Evidence 
Appraisal Tool (The John Hopkins University) to determine study strength.  
Review of Evidence 
National Standards. Delivering spiritual care is considered a professional and clinical 
requirement by several national and international agencies. Since 2001, the Joint Commission 
(JC) has required a spiritual assessment within hospitals, long-term care facilities, home care 
organizations, and behavioral health centers (Hodge, 2006). Minimum criteria for spiritual 
assessment are identification of faith tradition, spiritual beliefs and associated practices. While 
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the criteria are succinct, the Joint Commission proffered questions to arrive at detailed patient 
responses. Suggested questions are: “How does the patient express their spirituality? What does 
suffering mean to the patient? What helps the patient get through this health care experience?” 
(Hodge, 2006, p. 319). The rationale for requiring a spiritual assessment were: the potential the 
patient’s spirituality may have on the provision of service, respect for the patient’s self-
determination, practitioner ability to provide culturally sensitive care, and influence of the 
patient’s spirituality on their health.  
 Similarly, the International Council of Nurses’ (ICN) ethical code (2006) requires a 
provision of care that addresses the values, customs, and spiritual beliefs of the patient. The code 
also refers to the responsibility of nurses to ensure clinical competence through continued 
learning and good personal health practices. By the council’s definition, personal health includes 
physical, mental, social, and spiritual wellbeing. The American Nurses Association (ANA) 
mandates nurse self-care which includes the mitigation of compassion fatigue through diet, 
exercise, rest, family and personal relationships, and spiritual and religious needs (Lachman, 
Swanson, & Winland-Brown, 2015). Nurse practitioner core competencies include the 
incorporation of spiritual beliefs, values, and preferences into the health care plan; management 
of spiritual and ethical conflict that may arise between patients, families, and caregivers; and the 
provision of healthcare professional education for spiritually competent and sensitive care 
(National Organization of Nurse Practitioner Faculties, 2017).  
National Consensus. In 2004, leading national researchers in the field of spirituality and 
healthcare convened to reach a consensus on the definition of spirituality and identify methods 
for integration of spirituality into all levels and settings of the healthcare continuum. A definition 
was reached in that same year (Appendix A) and eight domains of care were identified. Most 
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relevant to the DNP project was the domain of spiritual, religious, and existential aspects of care, 
which charges healthcare professionals with assessing and addressing spiritual and religious 
concerns, providing respect for beliefs and practices, and fostering family and community as a 
source of support (Ferrell et al., 2007). The forum recognized the critical role of spirituality in 
the healthcare professional-patient dyad and the potential for mutual transformation of each party 
within a healing relationship; particularly one in which a professional trained in compassionate 
care, lends to patient self-healing (Puchalski, Vitillo, Hull, & Reller, 2014).  
Available Knowledge. In 2015, a novel effort to train healthcare professionals was 
undertaken by Zolfrank, Trevino, Cadge, Balboni, Thiel, and Fitchett through certified pastoral 
education (CPE), a designation of chaplains. Massachusetts General Hospital (MGH) created an 
abbreviated five-month training in pastoral care for healthcare professionals to expand the reach 
of chaplaincy with the objective of delivering religious and spiritual care to patients (Zolfrank et 
al., 2015). The aim of the program was to develop the participant’s own religious and spiritual 
beliefs to enhance the delivery of care to patients and family. Didactics included theology, 
psychology, theory, comparative religion, palliative and end of life care. Three hundred clinical 
hours were a required feature of the fellowship. Measures were statistically significant for 
participant’s self-report of comfort using religious and spiritual language (29% increase, 
p<0.001); confidence initiating spiritual conversations (61% increase, p<0.001); and engaging in 
prayer with patients (95% increase, p<0.001) (Zolfrank et al., 2015) (Appendix E).  
A program description and qualitative examination of the MGH clinical pastoral care for 
healthcare professionals (CPE-HP) was written by two program graduates in Todres, Catlin, and 
Thiel (2005) (Appendix E). MGH clergy created the CPE-HP program to broaden care delivery 
intended to address spiritual distress (Todres et al., 2005). One hundred hours of didactic 
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coursework, examination of case studies, and written exercises on self-reflection and 
introspection were geared towards major faith traditions, end-of-life care, and ethics. Participants 
returned to their primary healthcare setting to earn 300 hours of clinical experience. Guided 
weekly by a pastoral mentor, the participant applied spiritual care principles to their usual patient 
care for the purpose of becoming comfortable and conversant in addressing spiritual needs. Four 
qualitative themes were noted: clinical practice became more infused with awareness and 
meaning; spiritual distress was more easily recognized; intention behind clinical practice was 
more deliberate; and, the participant himself underwent a spiritual awakening (Todres et al., 
2005). 
A second study measured the effects of pastoral education for healthcare professional at 
Boston Children’s Hospital. Robinson, Thiel, Shirkey, Zurakowski, and Meyer (2016) featured a 
one-day intensive on spiritual screening and care plan development, spiritual care provision, and 
professional development. A sample of 79 volunteer inter-professionals were taught 
observational skills for detecting and addressing spiritual distress; simulation training on the use 
of a spiritual assessment tool; and, ethical guidelines for engaging in spiritual practices with 
patients (Robinson et al., 2016). Researchers measured cumulative spiritual generalist skills, 
which were the ability to perform a spiritual screening; identification of spiritual strengths, 
distress, and interventions; development of a spiritual care plan, and documentation of the 
encounter for other healthcare professional use. There was a statistically significant mean 
improvement in overall ability to engage in spiritual generalist skills sustained three months after 
the intervention (Pre-workshop score 50 compared to Post-workshop score 60, p<0.001). 
Koenig, Perno, and Hamilton (2017) conducted an interdisciplinary spiritual care training 
program at a faith-based medical facility. In the 12-month long study, nine full-time religious 
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faith coordinators educated and provided on-going support to participants in the delivery of 
spiritual care defined as identification of patient’s spiritual beliefs and engagement in patient-
initiated prayer. The study hypothesized that the frequency of healthcare professional attitudes 
and behaviors would increase over time due to the long-term, institutionally supported 
intervention. From baseline scores, researchers found no statistically significant results with 
regards to attitude towards praying with patients [B=0.035, standard error (SE)=0.024, 
p=0.0140], but measured statistically significant results for the practice of engaging and 
encouraging patient’s spiritual faith [B=0.112, SE=0.024, p<0.0001]. 
Wasner, Longaker, Fegg, and Borasio (2005) investigated the effects of a spiritual 
training program designed for an interdisciplinary sample of palliative care professionals in 
Germany. Drawing from Tibetan Buddhist philosophy and traditions, the healthcare professional 
spiritual care program examined professional’s reflection on the fear of death; recognition of 
spiritual suffering; and, response to didactic techniques such as compassionate listening, 
contemplation, and meditation. The central aim was to elicit reflections and teach practices that 
provided the benefits of mindful awareness and increased meaning in professional engagement. 
The six-month program of spiritual care training garnered statistically significant results with 
regards to compassion for oneself [6.9, standard deviation (SD)=1.4, p<0.01], dying patients 
[7.9, SD=1.3, p<0.05], family [7.7, SD=1.4, p<0.05], and colleagues [7.9, SD=1.1, p<0.05] 
(Wasner et al., 2005). Results were sustained over six months. 
Yong, Kim, Park, Seo and Swinton (2010) delivered a spiritual care training program to 
mid-level nursing managers in a South Korean acute care medical facility. A 90-minute weekly 
session was delivered for five weeks to an intervention group of 24 nursing managers compared 
to a control group of 27 nursing middle managers, receiving usual care. The program, consisting 
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of the introduction spiritual care and the demonstration of a holy mantra in daily practice, had 
been empirically verified in the United States for improvement of healthcare professional 
spiritual wellbeing (Bormann, Aschbacher, Wetherell, Roesch, & Redwine, 2009). Each week of 
the program reinforced the concept of single-minded focus on a holy name or word to induce 
calm and peace in order effectively operate in one’s professional role. Statistically significant 
results were found for spiritual wellbeing [94.6, SD=10.4, p<0.018] vs [control group 81.3, 
SD=12.1, p<0.018], spiritual integrity [13.9, SD 2.2, p<0.003] vs [control 11.3, SD=1.5, 
p<0.003], and leadership practice [222.5, SD 36.9, p<0.023] vs [control 205.0, SD=39.4, 
p<0.023]. 
Vlasblom, van der Steen, Knol, and Jochemsem (2011) enrolled 44 nurses into an 
intervention arm, in which a 16-hour spiritual training of spiritual principles, appropriate 
communication, and consultation was delivered over two months. Nurse knowledge, attitude, 
behavior, and job satisfaction were surveyed. Patient’s perception of sense of wellbeing and 
perception of care was examined. Post training, nurses demonstrated evidence of inquiring more 
of spiritual needs with greater ease (69%, p=0.02) and this reflected in positive responses from 
patients in terms of a perception of increased support and receptiveness to spiritual needs (42%, 
p=0.006). Nurse behavior, or prayer conducted with patients (65%, p=0.40) and job satisfaction 
(19.0, SD=13-25, p=0.44) did not reach statistical significance.  
Lind, Sendelbach, and Steen (2011) conducted a quality improvement project aimed at 
improving Press Ganey patient satisfaction scores on a standardized hospital survey for the 
single item of how well healthcare professionals addressed the patient’s spiritual and emotional 
needs during hospitalization. A two-hour spiritual training course was provided to 37 staff nurses 
on a single progressive care unit with a primary intervention of introduction to the spiritual 
SPIRITUALITY IN CLINICAL PRACTICE: RECOGNIZING THE IMPORTANCE OF VALUES 22 
assessment tool, HOPE (sources of hope, organized religion, personal spiritual practices, and 
effects on medical decision-making). Statistical analysis was not conducted for this QI project; 
rather, patient satisfaction scores for met spiritual needs increased for two quarters post-
intervention. In the 3rd quarter, patient satisfaction scores for the progressive care unit to the 
question: “thinking of our overall care, please rate how well staff addressed your spiritual and 
emotional needs” (Lind, Sendelbach, & Steen, 2011, p. 89) scored 74% compared to a baseline 
patient satisfaction score of 62-65%. In that same quarter, the hospital-wide score for the same 
question was 65%. In the fourth quarter, or six-month post-intervention, the progressive care 
unit’s Press Ganey patient satisfaction score to the same question was 71% compared to the 
baseline the same baseline score of 62-65% and hospital-wide score of 65%.    
In Yang et al.’s study (2017), the FICA spiritual assessment tool was introduced in one, 
30-minute spiritual training session to an intervention group drawn from participants allocated 
from either a palliative care acute care setting or a palliative care home-based primary care 
setting. The intervention group was tasked with assessing the patient’s spiritual needs using the 
FICA tool, whereas the control group provided usual care. In the analysis, the brief spiritual 
training had minimum effect on patient quality of life (69.23 and 68.44, p=0.076) and minimum 
effect on patient sense of spiritual wellbeing (32.17 and 33.26, p=0.84) in the intervention group 
compared to the control group, respectively.  
 Balboni et al., (2010) conducted a prospective study between the years 2002 through 
2008. With rolling recruitment, 670 patients were assessed with end-of-life religious coping and 
quality of life measures, and then followed post mortem to determine receipt of early hospice 
care. Research staff administered two measures, the first to the patient on admission and the 
second at two-weeks post-mortem to the caregiver. The study demonstrated that cancer patients 
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whose caregivers reported met spiritual care needs received hospice care at the end-of-life and 
less aggressive medical care compared to patients whose caregivers reported patient’s spiritual 
care needs were not met, and therefore received aggressive medical care at the end-of-life [OR 
3.53, p=0.003 vs. 0.46, p=0.16] (Balboni et al., 2010). The study demonstrated spiritual care 
delivered at end of life was associated with a 28% higher rate on a quality of life scale (Balboni 
et al., 2010).  
The literature demonstrates mixed results derived from varying examples of spiritual care 
training, various subject groups, and diverse aims. When taken together, the results held 
adequate promise to launch a doctor of nursing practice quality improvement project. This 
decision was based on the strength of several studies assessed with the John Hopkins evidence-
based tools. Of the reviewed studies, the Robinson et al., (2016), Zollfrank et al., (2015), Balboni 
et al., (2010), Yong et al., (2010), and Wasner et al., (2005) studies demonstrated good study 
design and statistical significant results (Appendix C). In addition, the DNP project was 
supported by the JC standards; ICN and ANA codes of ethics; and the 2004 and 2009 U.S. 
consensus standards, all entreating healthcare professionals to invest in the promotion of spiritual 
care in clinical practice for healthcare professional and patient wellbeing, increased patient 
quality of life, and reduced healthcare utilization.  
Rationale 
The philosophy of modern healthcare relies on the biomedical model (Engels, 1977). 
According to Engel, the biomedical model “embraces both reductionism, the philosophic view 
that complex phenomena are ultimately derived from a single primary principle, and mind-body 
dualism, the doctrine that separates the mental from the somatic” (1977, p. 130). The biomedical 
model overlooks the ethos of the patient as an individual with holistic needs of biological, 
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psychological, social and spiritual wellbeing, by emphasizing the scientific method, objectivity, 
and ethics. To correct for this imbalance, Engel proposed a bio-psychosocial model that would 
that would address the psychological and social needs related to the health of the individual.  
In 2009, after national leading researchers had reached consensus on a spirituality 
definition and eight areas of focus, the researchers reconvened in a forum and determined that 
“clinicians by being aware of their own spirituality-including a sense of transcendence, meaning, 
and purpose, call to service, connectedness to others, and transformation- are more able to be 
compassionate with their patients” (Puchalski et al., 2014 page 643, para 7). By consensus, the 
forum designed a new multidisciplinary healthcare professional Model of Spirituality and 
Compassion as a spiritual care framework for delivering spiritual care to patients. The model 
illustrated the symbiotic relationship between spirituality and compassion, which occurs during a 
deliberate effort to engage in sacredness, altruism, intentionality, narrative or humanism, 
compassionate presence, and the distinct act of eliciting spiritual history, spiritual needs, and care 
planning (Puchalski et al., 2014, page 644, figure 1). According to the model, patients would 
experience compassionate and patient-centered care and increased patient satisfaction and sense 
of wellbeing. Desired outcomes for healthcare professionals would be an increased sense of 
meaning and purpose in work and spiritual wellbeing, decreased compassion fatigue and burnout 
(Puchalski et al., 2014). 
Six recommendations emerged from the forum in the areas of research, clinical care, 
education, policy, communication and dissemination, and community engagement (Puchalski et 
al., 2014). The recommendation for clinical care pertains most to this DNP project. The 
framework emphasized spiritual care must focus on healthcare professional behavior change 
(Puchalski et al., 2014). Specific clinical care recommendations were 1) identify best clinical 
SPIRITUALITY IN CLINICAL PRACTICE: RECOGNIZING THE IMPORTANCE OF VALUES 25 
practices, using clinical tools and spiritual quality indicators 2) integrate spiritual screening 
history and assessment tools for training and clinical use 3) make a business case for 
implementation of standards and tools based on readmission rates, patient satisfaction, and staff 
retention 4) create a long-term plan for the development of health care professional as a spiritual 
care provider through competencies, policy, and education (Puchalski et al., 2014).  
 The Model of Spirituality and Compassion has four domains: a) compassionate presence 
is the intention to be open, connected, and comfortable with uncertainty b) relationship centered 
care focuses attention on patient’s fears, hopes, goals, meaning, values, and beliefs without being 
agenda driven c) healthcare professional awareness and development of one’s own spiritual 
beliefs, values, practices, and assessment of mortality and d) extrinsic spiritual care which 
includes recognizing spiritual distress, taking a spiritual assessment, identifying the patient’s 
sources of strength and hope, and incorporating these elements into the patient’s holistic 
healthcare plan (Puchalski et al., 2009). This all–encompassing model was a sound framework 
for developing spiritual care proficiency when contrasted against the traditional biomedical 
model, which focuses on the body, sometimes mind, and rarely the spirit.  
Sulmasy (1999) reminds healthcare professionals that illness is a spiritual event. It 
disturbs the physical, mental, emotional, and spiritual balance. For the patient, it raises troubling 
questions about the transcendent. From this perspective, Sulmasy (1999) suggests that when 
healthcare professionals can answer for themselves the questions of spirituality and identify 
sources of meaning, hope, belief, faith, peace, value, and relationship can the healthcare 
professional aid the patients in answering the questions for themselves. To arrive at some 
measure of an answer, an evidence-based spirituality and clinical practice pilot will be delivered 
to healthcare professionals who provide case management to senior adults in a county setting.  
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Specific Aims 
The aim of this DNP project was to conduct an educational pilot, developed from the 
Model of Spirituality and Compassion, focusing specifically on two domains: a) healthcare 
professional awareness and development of one’s own spiritual beliefs, values, practices, and 
assessment of mortality and b) extrinsic spiritual care which included recognizing spiritual 
distress, taking a spiritual assessment, and incorporating these elements into a holistic healthcare 
plan, including advance care planning. The project provided healthcare professionals the 
knowledge, skill, and tools to assess the tenets of the spiritual care model.  
Specific aims were accomplished by offering the participants an opportunity to fully 
assess their own spiritual beliefs, values, knowledge and practices and work-related purpose 
through self-reflection exercises. They were provided the opportunity to meaningfully connect 
with their peers and to enhance collegiality. The participants were taught the fundamentals of 
spirituality, spiritual distress, and spiritual assessment to develop a spiritual clinical practice.  
The long-term goals of the project were the continued exploration of spiritual themes and 
practices. It was also the intent of the DNP project for the intervention to lead to an adopted 
model of spiritual care within the setting. Direct outcomes for the intervention were personal 
wellbeing, professional growth, and sense of meaning and purpose in work, and decreased 
compassion fatigue (Puchalski, Vitillo, Hull, & Reller, 2014). A background intention of the 
project was the development of spiritual care competence in the context of addressing advance 
care planning goals.  
Methods 
Context 
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Stakeholders. Three organizational stakeholders with an interest in the success of a pilot 
were identified during the macro-system assessment. The three stakeholders and the DNP 
student developed a shared vision of generating interest among staff members towards increasing 
awareness of the importance of spirituality and clinical practice. A former nursing supervisor 
was the DNP student’s primary point of contact and advisor for the setting, and the project’s first 
stakeholder. The project aims, intervention, and anticipated outcomes were first presented to the 
former nursing supervisor, who was an affiliate of the University of San Francisco and key 
advisor to the previous DNP advance care planning project.  
After the former nursing supervisor presented the content to the current supervisor of 
social work, who had the authority to vet the project, it was confirmed that the project was 
appropriate to the setting and aligned with the mission and aims of the agency. The social work 
supervisor was the second stakeholder and instrumental in arranging site visits, observation of 
multidisciplinary meetings, informational interviews with staff members, and logistics in the 
delivery of the intervention. The potential for the DNP project to develop into a permanent, long-
term fixture of the agency’s culture also rested with this stakeholder’s vision and investment.   
A third key stakeholder was vital to the provision of the project. During the macro-
system assessment, the DNP student conducted an informational interview with a mental health 
public health nurse, who demonstrated a strong interest in spirituality and clinical practice. She 
was an insightful and well-regarded member of the agency who had not yet discovered the 
opportunity to infuse spirituality and stress management techniques into the work culture. It was 
this staff member who served as co-facilitator to the project. As co-facilitator, this stakeholder 
was key to the delivery of the project and at the project’s conclusion; she emerged as the leader 
in the development of the burgeoning spirituality group.  
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Through a combined effort, the key stakeholders identified the audience from three 
departments within the agency: Information and Assessment intake, in home support services 
(IHSS), and senior peer counseling. Combined, the intended audience consisted of 8 county 
social workers, 4 county nurses in addition to the current social work supervisor and the former 
nursing supervisor participating in the project. Based on regulations, participation was on a 
voluntary basis, not mandated. Up until project delivery, the stakeholders engaged staff members 
in the benefits of participation. The DNP student continually assessed readiness for change at 
each site visit to determine the target audience.    
Preparation for Intervention: Several personal educational training and shadowing 
experiences were undertaken in preparation for the intervention. In reviewing the literature, the 
DNP student learned of the Ignatian Spiritual Project (ISP). The ISP blends the 500-year-old 
philosophy of Saint Ignatius with principles of First Step recovery (Ferrari, Drexler, & Skarr, 
2015). It serves men and women, who are marginally housed and confounded by mental health 
illness and substance abuse. To serve this population, ISP delivers two-day retreats in major U.S. 
cities, delivering spiritual principles with the intention to awaken the individual towards recovery 
and stabilization. Groups are kept small and segregated by gender. At regular intervals, the group 
re-organizes to maintain momentum and provide ongoing support. The DNP student reached out 
to the headquarters in Chicago and requested to attend the two-day retreat to be held in her local 
area. In response, it was learned the retreat was limited to men only. However, the DNP student 
was put in touch with the local organizer and facilitator for an informational interview.  
Part of the DNP intervention was inspired by the informational interview with the local 
organizer and facilitator. According to the organizer, each participant is aided in building a 
personal narrative. It is a time of self-reflection, transparency, and ownership. Individual work, 
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group work, and silence are intermingled with meditation, guided imagery, nature walks, 
artwork, and studying spiritual texts. Participants are asked to examine their relationship to 
themselves, others, and a higher power whatever they conceive it to be. As a method to bridge 
the time between retreats, individuals write letters to their higher power and entrust it with the 
organizer. Weeks later, after the sacred space of the retreat has passed, participants receive their 
letter in the mail as a reminder to feel the spark of spiritual renewal.  
To simulate the ISP retreat, the DNP student researched spirituality and recovery 
programs within an academic, tertiary medical facility. Finding several opportunities, she met 
with a lead chaplain to explain the purpose of the intervention and how attending one of the 
groups would provide an opportunity to note the structure, content, themes, and materials 
employed. A second goal was to observe how the chaplain navigated spiritual discussion in a 
meaningful and respectful manner. After an introductory email to several chaplains, the DNP 
student contacted a chaplain who was agreeable to the observation. He held a weekly spirituality 
group for an outpatient sobriety center, which the DNP student was invited to attend. On the day 
of the group meeting, five middle-aged veterans who were in varying stages of recovery for 
alcohol or substance abuse were in attendance.  
The chaplain opened with a song and the serenity prayer, and then shared spiritual 
selection. At the selection’s conclusion one veteran remarked: “It didn’t mention God once.” 
Another group member responded: “He’s in between the lines.” The DNP student discovered 
that facilitating a conversation of a spiritual nature required less of the facilitator then had been 
imagined. The room was filled not just with one holy individual, but a roomful of spiritual 
individuals. At each segue of the discussion, a member of the group had a profound thought, 
bible passage from memory, or personal anecdote to share. The conversation sprang to life with 
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no lulls, awkwardness, or conflict. Death, reincarnation, yoga, near death experiences, prayer, 
karma, image of God, ego, and cosmic consciousness were all themes.  
The DNP student returned to the spirituality group two weeks later. The chaplain had 
extended an opportunity to facilitate the next meeting with content left to the discretion of the 
DNP student. Taking cue, the DNP student selected the spiritual assessment “Daily Spiritual 
Practices” from the Multidimensional Measurement of Religiousness and Spirituality (MMRS) 
for use in Health Research (Fetzer Institute, 2003). As a second experiment, a gratitude exercise 
was created based on the Veterans Health Administration’s (VHA) “Creating a Gratitude 
Practice Clinical tool.” These instruments were planned for the DNP project. This was an 
opportunity to test the value of the instruments.  
No formal measurement was conducted for the facilitation rather a qualitative evaluation 
of the participant’s and chaplain experience was noted as to the value of the instruments. After 
the spirituality group meeting, three of the five participants stated that the exercises had “made 
them think.” The chaplain noted that three of the members who generally were non-participatory 
were uncharacteristically vocal. The DNP student’s aim was to assess the participant’s reception 
to the spiritual exercises and gauge the experience of facilitating a group in spiritual dialogue.  
The DNP student conducted a small focus group to test the response of all the spiritual 
assessments, tools, and multimedia planned for the DNP project. The intent was to determine if 
the tools and instruments were engaging and appropriate in terms of their spiritual and religious 
language and content. The audience was two social workers, both employed within the public 
domain like the intervention audience. The focus group spanned four hours and in that time the 
social workers raised important issues with the material. One objection was to the overt Judeo-
Christian bias of the MMRS. An assumption was raised that the MMRS would construct a score 
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that demonstrated the participant’s spiritual strengths and weaknesses, which was not a feature of 
the instrument. Other feedback shared was that the intended audience might not have any 
religious or spiritual inclination, which would lead to disinterest or offense. Despite the 
constructive feedback, the two social workers felt the material was appropriate to the task and 
audience.  
To review the fundamentals of spirituality, spiritual distress, and spiritual assessment the 
DNP student surveyed an online course offered by the George Washington University Institute 
for Spirituality and Health. The self-paced course titled Spiritual Assessment and Clinical 
Practice was available through the spirituality and health online education and resource center or 
SOERCE. SOERCE is an online platform, which promotes the integration of spirituality and 
healthcare practice. Funded by The John Templeton Foundation, SOERCE is the brainchild of 
Christina Puchalski and colleagues. Course content included the description spiritual domains, 
relevance to clinical settings, spiritual themes, common expressions of spiritual distress, 
demonstration of spiritual assessments, and relevant barriers to the delivery of spiritual care.  
Gap Analysis. To gain insight into the project’s macro-system, four site visits took place 
over the course of one month for collection of data and staff impressions.  Using the Dartmouth 
macro-systems workbook for a specialty clinic as a guide, the setting’s purpose, professionals, 
patients, processes, and patterns were collected (Dartmouth Institute, 2005). Confidential, 
individual informational interviews were conducted with each of three county social workers and 
three public health nurses. The DNP student attended one monthly meeting, staffed by 
representatives from each of the social service departments. Complex cases were discussed, and 
interdisciplinary collaboration resulted in management recommendations. One site visit consisted 
of fieldwork, assessing home safety, medication management, independent and activities of daily 
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living of a couple receiving in home health services. Collectively, the site assessments revealed 
the strengths and areas of improvement of this macro-system. Assessing the program’s current 
state through the macro-system assessment determined how best to tailor the project.  
Lessons learned. While conducting the confidential, staff interviews it was learned that 
as few as 12 years ago, approximately forty nursing led public health programs were in operation 
and managed by an equal amount of community health nurses. At the time of this assessment, the 
three remaining nursing programs were suspended due to funding constraints. Instead, the 
domain of the nurses was the management of the in-home support services program, which falls 
under the Social Work division. These nurses managed the delivery of care through a home 
evaluation and calculation of need depending on independent and dependent activities of daily 
living. When need exceeds the allotment, a higher level of care was recommended. 
Responsibility then shifted to the client’s family to obtain a higher level of care in the form of 
independent living facility, assisted living facility, or nursing home. According to the public 
health nurses, the work was complex due to technical state regulations and due to the challenging 
circumstances with which their clients lived. 
During the macro-system evaluation, it was confirmed that no spirituality and clinical 
practice program was or had ever been in place. A yoga class was offered for staff wellbeing by 
a separate county department and in an adjoining building. No formal spiritual assessment tool 
was used by the social workers; however, all three social workers noted independently that as the 
first point of contact for Aging and Adult Services they engage in conversations that could be 
categorized as spiritual in nature. During intake, potential clients were usually in distress due to 
the circumstances that led the clients to initiate contact with the department. Each social worker 
managed client distress with psychosocial techniques. All denied initiating, encouraging, or 
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discerning a conversation in spiritual terms for fear of compromising their professionalism 
(Appendix D).  
Intervention 
Process. The intervention was organized into three seminars. Each seminar was designed 
to increase knowledge and confidence with spirituality and clinical practice, in addition to 
providing an experience of spiritual growth and connection between the participants. The 
knowledge and confidence component was demonstrated with educational content and 
demonstration exercises. Seminar format was organized in a sequential order beginning with the 
first seminar content of spiritual self-reflection leading to the second seminar on patient self-
reflection assessment, and concluding with a third seminar on how healthcare professionals and 
patients dialogue on the topic of advance care planning. 
The experience portion of the seminars was to support staff in recognizing, valuing and 
preserving the human dimension of their work; to enable staff to experience and connect with 
core values of belief, meaning, gratitude, and service; and to enable staff to be in relationship 
with each other in a way that was revelatory and inspiring. In addition, sharing a meal is 
symbolic of the ties we share with each other and the sacred (Churchill, 2014). A meal connects 
us socially and spiritually (Churchill, 2014).  For this reason, refreshments and tea were offered 
at each training session as a symbol of gratitude for engaging in the process. 
The first seminar addressed self-reflection. Provider self-reflection is a necessary step in 
the development of a holistic clinical practice (Best, Butow, & Olver, 2015; Knapp, Gottlieb, & 
Handelsman, 2017; Sulmasy, 2002). To summarize, it is a practice that recognizes the physical, 
psychological, social, and spiritual needs of the provider to deliver care and address the needs of 
the patient or client, who is the recipient of that care. Self-reflection is the process of securing 
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one’s own spiritual beliefs and practices and conceptual framework of the transcendent to 
effectively discuss spirituality (Best, Butow, & Olver, 2015).  
The second seminar was an opportunity for participants to explore a method for eliciting 
the patient’s spirituality. In 2000, Puchalski qualitatively distinguished a spiritual assessment 
from a psychosocial assessment. The person conducting the spiritual assessment would ask a 
patient whether the illness was punishment from God or for some wrongdoing. Or it might ask 
where did the patient believe he was going after death. Comparatively, the psycho-social 
assessment would reflect questions such as how was the patient coping with the illness or how 
family was dealing with the patient’s illness. The second seminar introduced Puchalski’s 
spiritual assessment tool to aid healthcare professional exploration of patient’s spirituality.  
For this seminar, the Puchalski’s Faith, Importance, Community, and Address (FICA) 
spiritual assessment was selected from 25 spiritual assessment tools in the literature. It is the only 
spiritual tool to be validated in a research study, case reports, and by expert opinion (Lucchetti, 
Bassi, Lucchetti, 2013). In her practice as a geriatrician, Puchalski (2000) initiated a spiritual 
assessment with each advance care planning conversation. Puchalski believed a spiritual 
assessment was an opportunity to discover what gives the patient’s life meaning and to determine 
under what circumstances the patient would want to die (Puchalski, 2000).  
The third seminar culminated in an exercise and discussion of advance care planning, a 
topic often challenging for patients and healthcare professionals (Best, Butow, & Oliver, 2016; 
Churchill, 2015; Puchalski, 2000). The third seminar was inspired by Churchill’s (2015) 
perspective that advance care planning (ACP) was more than legal documents, rather ACP was a 
process laden with sacred meaning. When healthcare professionals recognize the meaning and 
ritual importance of the documents, then the number and quality of the documents will grow 
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(Churchill, 2015). Churchill (2015) introduced the digital website, Death Over Dinner, as a 
forum to aid advance care planning discussions. Content from the digital website provided the 
infrastructure for the third seminar.  
First Seminar. The first hour-long seminar was divided by ten minutes of introductions, 
twenty minutes of background and educational concepts, twenty minutes of self-reflection 
exercises, and closed with a five-minute meditation and a five-minute question and answer 
period. The concept of spiritual anchors was woven into the introduction. Spiritual anchors are 
those items in individual’s personal or work lives that are imbued with meaning unique to the 
owner (VHA, 2017). A spiritual anchor reminds the individual of what matters most, especially 
during times of distress. During introductions, the participants were asked to describe an object 
at their desk that they looked at, read, or listened to throughout their workday. It was pointed out 
these items were spiritual anchors. These are items that ground the individual in their work and 
supply spiritual inspiration. The objective of the exercise was to demonstrate that perhaps while 
not realized, each participant engaged daily in a spiritual practice. 
Following this introductory subject, a slideshow was presented to provide the audience 
the learning objectives and activities, key terms, current research findings, and background of the 
project. The background for the project conveyed spirituality as a potentially absent component 
of healthcare professional wellbeing, patient quality of life, and advance care planning 
discussion. Subsequently, the audience was introduced to the bio-psychosocial-spiritual model 
and the concept of epistemology. Participants were reminded that most healthcare professionals 
practice within the context of the bio-psychosocial model, a well-known fact evidenced by all 
social worker and public health nurse participants acknowledging by a show of hands. It was the 
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deliberate intent to frame the intervention within this established and accepted theoretical model 
to expand with the spiritual component suggested by Sulmasy (2002).  
Epistemology was a relevant educational component to the project since epistemology 
demonstrated the bio-psychosocial-spiritual underpinnings of how to engage in a spiritually 
imbued clinical practice. The objective of this knowledge component was to broaden the 
participant’s perspective beyond healthcare’s well-known reliance on statistics and expert 
opinion. The concept was exemplified by eliciting the multiple ways of perceiving, learning, 
synthesizing, and applying knowledge. The biomedical-psychosocial component was represented 
by examples of statistics, expert opinion, enculturation, empiricism, heuristics, and instinct.  
The spiritual component was represented by examples of humanism, contemplation, 
reflection, subconscious, collective consciousness, intuition, and serendipity. Emphasizing 
epistemology types to the participants and the fact that no known research validates any one 
epistemological type is more valid than the other demonstrated to participants the gap between 
healthcare and spirituality. It further showed how the chasm between how healthcare 
professionals practice clinically compared to how some patients express their ways of viewing 
their illness and how this reflects their medical decision-making.  
After the introduction of educational concepts, participants were provided three self-
reflection assessments (Appendix L). The self-reflection assessments were carefully selected 
from a well-known research tool. The Fetzer Institute and leading researchers created the 
multidimensional measurement religiousness/spirituality (MMRS) for use in health research in 
1999, then released a revision in 2003. It is a validated tool for measuring religious and spiritual 
variables on physical and mental health in health outcomes research. Domains addressed by 
MMRS are daily spiritual experiences, meaning, values, beliefs, forgiveness, private religious or 
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spiritual practices, coping, commitment, and support or community. An extensive list of 
questions explores each of these domains measured against perceived behavioral, social, 
psychological, and physiological change.  
Due to the substantial quantity of themes, the MMRS is administered in its entirety or in 
individual sections, depending on the interest of study (Fetzer Institute, 1999). The utilization of 
the tools for the project was to elicit the epistemological themes of reflection and contemplation. 
Of the MMRS spiritual assessments, the assessments of meaning, values, and daily spiritual 
practices best aligned with that goal. Once the assessments were completed, an open forum was 
provided for participants to discuss the experience of completing the spiritual assessments, 
including what they had learned about themselves. The seminar closed with a meditation led by 
the co-facilitator.  
Second Seminar. The second seminar was divided into a five-minute review of the 
previous seminar’s content and a check-in with participants; thirty minutes of instruction on 
spiritual concepts; a ten-minute spiritual assessment video; fifteen minutes of interactive, role-
playing using the FICA spiritual assessment; and closed with a five-minute meditation. One 
change was made to the original content of the second seminar. Based on the first seminar’s 
post-test results, the previously established lesson plan was revisited and a clinical practice 
activity was replaced with a lecture on spirituality. The first seminar post-test feedback 
demonstrated that most participants expressed interest in learning the fundamentals of spirituality 
in finer detail.  
The revised portion of the second seminar referenced Gary Zukav’s, The Seat of the Soul 
(1989), Thomas Moore’s, A Religion of One’s Own (2014), and George Washington’s School of 
Medicine Institute for Spirituality online resource “Spiritual Assessment in Clinical Practice.” 
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The spirituality lecture was designed to be interactive in nature. Participants defined spirituality 
as a process of connecting with the transcendent, with nature, with self and others. When asked, 
for what purpose? Responses included for comfort, peace, and learning. The concept of 
spirituality as an immortal soul’s journey towards healing, balancing energy, returning karmic 
debt, and serving the collective consciousness of the Earth was presented (Zukav, 1989). It is 
through the process of spiritual awareness that individuals realize the soul as an aspect in need of 
healing descended from the individual’s higher spirit. It is when life ends, the collection of 
experiences, lessons learned, and love shared that the soul returns to its higher self in reunion.  
The spiritual purpose to life is to create a more perfect, whole, peaceful, and loving being 
for having had the Earth-bound experience. With each incarnation, a new desire to learn results 
in an aspect of the higher spirit descending in the form of a fractal, or soul, to begin a new life. 
Zukav (1989) explained that spiritual psychology is the study of what is necessary for the soul to 
heal in a lifetime. individual’s lives are based on a “blueprint” of predetermined experiences 
thought necessary to accomplish a soul’s purpose. It is when the personality operates outside of 
the intended blueprint physical, psychological, emotional, or spiritual dysfunction occurs (Zukav, 
1989). Aligning this concept with the project’s bio-psychosocial-spiritual theoretical model, 
disease and disorder reflect the alignment of all these aspects as a blueprint of the soul.  
According to Sulmasy (2002) and Puchalski et al. (2010), under the bio-psychosocial-
spiritual model everyone has a spiritual history concerning spiritual beliefs, needs, coping, 
support, and wellbeing. Puchalski (2000) merges these themes into spiritual belief and practice, 
spiritual community, and relationship to the transcendent. From these categories, the FICA 
spiritual assessment tool was fashioned (Puchalski, 2000). Intervention participants were shown 
a video of Christina Puchalski providing the history and collaboration that garnered the FICA 
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tool. In response to the video, one participant queried what cues signal the client’s need for a 
spiritual assessment. A worksheet containing the results of Balboni, Puchalski, & Peteet’s (2014) 
spiritual themes of spiritual distress was reviewed. The themes exemplified specific statements 
made by patients that demonstrate a lack of meaning or purpose, existential crisis, hopelessness, 
despair, grief, shame, anger, abandonment, and need for forgiveness. The presence of these 
spiritual themes would then trigger a spiritual assessment (Puchalski, 2000).  
Following the didactic portion on spirituality and the introduction of a spiritual tool to 
incorporate into clinical practice, a breakout session consisted of pairs of participants engaging in 
simulation with the FICA tool. Supplied with a paper version of the tool, each participant used 
their clinical acumen to delicately navigate all the questions contained within the FICA with a 
partner. Throughout the session, participant’s interactions were observed for fluidity of 
delivering the assessment, for signs of discomfort or for evidence of word substitution or veering 
from the spiritual assessment tool content. When the FICA tool was reviewed as a group, each 
question’s meaning was explored, ways to re-phrase content was discovered, and the knowledge 
that would be garnered from a spiritual assessment was determined. To increase comfort, 
participants were asked to complete SOERCE’s online module “Spiritual Assessment for 
Clinical Practice.”  Led by the co-facilitator, the second seminar concluded with an introduction 
to qigong.  
Third seminar. The third seminar consisted of a five-minute reflection on the previous 
seminar and a query if participants completed the Spiritual Assessment for Clinical Practice 
online module (three of the four participants confirmed and agreed they had a better 
understanding of the spiritual assessment), a twenty-five-minute qigong session, and a thirty-
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minute session in which selections from the advance care planning death over dinner digital 
website were viewed and discussed collectively.  
Qigong is the ancient Chinese practice of rhythmic movement and deep breathing 
exercises (Jahnke, Larkey, Rogers, Etnier, & Lin, 2010). Purported qigong physical and mental 
health benefits are increased bone density, decreased systolic blood pressure, increased physical 
function, decreased falls, and improved mood symptoms (Jahnke, Larkey, Rogers, Etnier, & Lin, 
2008). The co-facilitator, an avid qigong practitioner, had long desired to share her personal 
spiritual art form, believing the practice would benefit her colleague’s wellbeing and enhance 
their ability to engage their professional work. She reviewed the mental and health benefits of 
qigong: physical stamina, mental and emotional balance, consciousness raising and reduction of 
pain, stress, and anger to the seminar participants. Then, she engaged the participants in a full 
qigong, meditative session.  
After the qigong exercise, the audience was directed to the final portion of the project. 
The online digital platform, Death Over Dinner, is a social campaign to advance the 
conversation of death and dying. Michael Hebb created the platform to normalize the 
conversation after learning that hardly anyone dies at home (Black & Csikai, 2015). Hebb 
constructed the website for an individual desiring to have an end-of-life conversation with family 
and friends, or those who would potentially serve as a surrogate.  
By creating a selection of audio, video, and written commentaries on life, death, and 
dying to accompany a dinner, the stage is set for participant friends and family to understand 
what a good death means to the individual and host of the dinner. The website’s selections range 
from contemporary philosophers, theologians, scientists, artists, businessmen and women, 
authors, comedians, and writers.  Each selection touches on what brings meaning to the 
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conversation and lived experience of death and dying be it personal anecdote, the effort to 
popularize environmental friendly coffins, or determining a singular ‘Before I die’ goal 
(www.deathoverdinner.org).  
As pre-work, an electronic invitation with four selections embedded was sent for the third 
seminar. Selections were chosen based on their potential to provoke thought, challenge patterned 
beliefs, and generate reflection. The following is a brief description of the four selections chosen 
for the participants. Marcus Daly hand builds coffins. The first coffin he built was for his 
stillborn child. Death is only a threshold, he tells listeners. In 2013, Tig Notaro, a relatively 
unknown Los Angeles comedian, ditched her usual act to tell her audience she recently 
discovered she had breast cancer. Then, her mother died unexpectedly. When her life couldn’t 
get worse, her girlfriend left her. The uncomfortable laughter of an audience waiting for the 
punch line that never comes is poignant. A New Orleans guerilla artist, Candy Chang, 
transformed an abandoned building into a giant-sized chalkboard, offering pedestrians a chance 
to declare to the neighborhood the “thing” they must do before dying. Steve Jobs’, 2005 
commencement speech to a crowd of university co-eds is painfully ironic given his death at a 
young age. 
Participants requested to view several of the selections as a group. After each selection, 
the group shared their reflections on a piece or answered the “before I die” question. The 
overwhelming effect the exercise elicited from participants was to prompt many to discuss their 
own death experiences, whether patient, friend, or family. Of their own accord, participants took 
turns discussing a pivotal death experience that left an impression and informed their own 
definition of a good death. Each shared how she wanted to be taken care of at the end of life, 
where she believed she was destined to go after death, and to the degree she was comfortable 
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with the entire process. The third seminar concluded with a reading of Max Ehrmann’s 1927 
poem, Desiderata, a well-known philosophical poem on how to live one’s life.  
Responsibility and Communication. The DNP student held primary responsibility for 
project site selection, design, implementation, evaluation and communication. Agency 
stakeholders, the current social work and former nursing supervisors, were responsible for 
coordinating the DNP student’s clinical immersions such as shadow experiences, informational 
interviews, fieldwork experience, and meeting attendance. The social work and nursing 
stakeholders were responsible for logistics of project delivery such as formal announcement and 
recruitment, scheduling for three seminars, and reserving conference rooms. Communication was 
maintained with these key stakeholders and the DNP’s advisor on a biweekly basis early in 
project development and no less than twice weekly during project implementation.  
Site feasibility was accomplished by the DNP chair through communication via phone 
and email with the former nursing supervisor, who was the point of contact to the previous DNP 
project, regarding interest in a new DNP project centered on spirituality and clinical practice. 
Subsequently, the DNP student presented the intervention in person along with select materials 
to further determine feasibility. During the presentation, the DNP student and nursing 
stakeholder discussed potential strengths, weaknesses, opportunities, and threats to the project 
such as the perceived need for a focused intervention on wellbeing and spiritual exploration 
(strength and opportunity), the evidence of the intervention (strength and weakness), and conflict 
with county policy or regulations (threat). Responsibility for securing organizational support was 
assumed by the nursing stakeholder who collaborated with the social work stakeholder for 
targeting a subset of the agency’s employees. No conflicts were identified and the project 
received organizational support (Appendix G).  
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Work Breakdown Structure. The work breakdown structure (WBS) (Appendix E) was 
divided into four phases: needs assessment, development, implementation, and evaluation. Each 
phase was sub-divided into ten critical activities towards the successful delivery of the project 
and intervention aims. The purpose of the initial needs assessment phase was to identify the work 
accomplished at the setting by which personnel and the type of clients served. During the needs 
assessment phase, the relevance of the project content was measured to the setting and its culture 
to determine the potential receptivity of the audience. It was further determined how the county’s 
demographics and statistics compared to other state counties as described above in the context 
section. During this phase, the evidence synthesis and early project design and implementation 
tools were formulated.    
Project design and implementation protocols continued into the development phase of the 
project. The DNP student continued to engage the setting and its personnel through a half-day 
site visit with the social work and nursing stakeholders and a three-day shadow experience with 
personnel. During these experiences, a macro-system and current state analysis was achieved 
with the Dartmouth assessment tool. In addition, participant recruitment through shadowing, 
interviews and circulation of a marketing flyer was undertaken. During an informational 
interview, a healthcare professional within the organization was identified and recruited to serve 
in the role as co-facilitator to enhance adoption and maintenance of the project. The DNP student 
also engaged in the web-based and in-person didactic and training in spirituality and clinical 
practice development described in the preparation for intervention section above.  A focus group 
and a pilot test with a spirituality recovery group were conducted. Feedback and observations 
from the experiences guided the finalization of the intervention methodology and materials.  
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In the implementation phase, participating staff, seminar dates, and times for the 
education were confirmed. Authorization for equipment and facilities took place. With the 
finalization of methodology and intervention materials, evaluation measures and instruments 
could be defined and created. The DNP student increased communication with the social work 
and nursing stakeholders from weekly to several times per week to stay abreast of logistic and 
scheduling changes. The culmination of this phase’s activities led to the first educational 
seminar. After execution of the first seminar, data collection from the first seminar led to an 
urgent revision of content to reflect audience feedback. Subsequently, a second, tailored 
educational seminar was conducted based on the needs of the audience. 
In the early evaluation phase, the second seminar feedback was considered and no further 
intervention content was revised. The third and final educational seminar was conducted. 
Following the completion of the seminars, collected data, adoption and maintenance measures, 
unintended outcomes, participant feedback, setting evaluation, and ethical concerns were 
appraised. A complete evaluation on all outcomes and return on investment was compiled based 
on collected data. Analysis and lessons learned from the three-phased project led to discussions 
of a future state among stakeholders.   
Project Timeline. The project spanned four months, beginning in August 2017 and 
ending in late November 2017. Project activities correspond to the respective work breakdown 
phases. In August 2017, needs assessment activities such as evidence synthesis, early project 
development, and site selection and confirmation took place. In September and early October, 
other needs assessment phase activities focused on the nature of the site, clients, staff, work 
delivered, staff perceptions of spiritual care, and recruitment. DNP student training, final project 
development, focus group and pilot, scheduling and logistics were accomplished during the late 
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development phase in last half of October 2017. In the early part of November, the 
implementation phase confirmed participants, equipment, and facilities prior to the first 
intervention. Feedback and evaluation of measures guided the delivery of the second 
intervention. An evaluation phase took place in mid-November, where analysis of all measures, 
feedback, and true intervention impact were analyzed (Appendix F). 
SWOT. Strengths, weaknesses, opportunities, and threats analysis lent to a reasonable 
probability that the intervention would have a favorable impact on the setting (Appendix H). 
Strengths were demonstrated by a strong theoretical and consensus model basis, which served  as 
the foundations for the intervention, namely the Biopsychosocial-Spiritual model and the Model 
of Spirituality and Compassion. Adding to the intervention’s strength was the setting’s 
multidisciplinary collaboration, the former nursing supervisor and current social work 
supervisor, and an internal co-facilitator. The project was made possible by the robust 
supervisory sponsorship for the intervention.  
The intervention’s most notable weakness was the lack of a similar quality improvement 
intervention that tested several elements of the consensus recommendations from the literature 
(Puchalski et al., 2014). It was then necessary to analyze the substantial number of tools 
available for implementation without having a clear sense of what would work best for the 
setting. Further, the setting had no existing framework, policy, or standard or practice for the 
delivery of spiritual care. This could be perceived as either a weakness or strength. It was 
considered a weakness since two staff interviews revealed no intention to participate in the 
intervention due to a perceived lack of support from supervision. This, despite reassurance by 
supervisors that they were in complete support of the project. Knowledge, comfort, and time 
were moderate barriers to implementation of spiritual care. 
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Potential opportunities were numerous when drawn from the consensus’ spiritual care 
model (Puchalski et al., 2014). Healthcare professional outcomes that stood to be gained were a 
renewed sense of meaning and purpose in work; increased sense of personal and spiritual 
wellbeing; and increased confidence in professional-client relationships. If these healthcare 
professional benefits were realized, inferences could be made about potential patient outcomes, 
such as increased sense of wellbeing and healing, sense of compassionate care, and patient 
satisfaction.  
Threats to the intervention were that the intervention was initiated and led by the DNP 
student, a non-affiliate of the setting. To some degree, the decision by a few staff to decline 
attendance to spirituality and clinical practice intervention could have been related to this point. 
Though this is conjecture. A vast amount of material was presented to the participants who could 
have been perceived as overwhelming and the nature of the spiritual content could have been 
perceived as sensitive in nature. A single objective was for staff to consider the use of a spiritual 
assessment tool. Introduction of a tool had the potential to be perceived as additional work. By 
far the largest threat to the intervention was the perception that inquiring of patient’s spiritual 
beliefs, practices, community, and sources of strength and hope would be considered 
professionally inappropriate.  
Budget. The calculated budget was for a three-seminar pilot project with an average of 
six participants per seminar. The budget considered direct and indirect costs. Direct costs for the 
pilot included in-person training and material costs. These costs were estimated at $8,150.00. 
Indirect costs will be termed in-kind contribution. These costs consisted of equipment, facilities, 
and personnel salaries. The in-kind contribution was estimated at $120.00. Total estimated costs 
for this intervention were $8,250 (Appendix J). 
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Cost-Benefit Analysis. A cost-benefit analysis for a prospective bimonthly spirituality 
and clinical practice program was calculated for ten participants. The analysis included costs of 
implementation and estimate of cost savings for two dependent variables: hospitalization costs at 
end of life and staff turnover. Limiting data and cost points were supplemented by the literature- 
a necessary function given the novelty of the intervention.   
The budget had two components: fixed and variable costs. Fixed costs, which constitute 
the bulk of fees, included from greatest to least: program development, training, and training 
materials. A fixed cost of $2,500 for program development is based on time accrued in 
spirituality training, spirituality group attendance and facilitation, focus group management, 
informational interviews, macro-system assessment and analysis, and research. Total time for 
program development equaled 50 hours. Other fixed costs were costs for staff attendance, 
training materials, and refreshments. A single prospective variable cost was included for 
education materials at $200. Total intervention costs equaled $5,400.   
 Cost savings are leveraged to acute care length of stay and staff turnover. Highest in the 
region, Marin county acute days of care per county decedent were 7.1 in the last six months of 
life (Dartmouth Atlas, 2014). On average, 46% of individuals die in medical facilities (Black & 
Csikai, 2015). If the intervention were to affect five percent of the department of aging and 
adult’s 2100 clients, equating to 105 individuals, and reducing inpatient length of stay by one 
day, then cost savings would amount to $420,000. This is assuming all seven inpatient days take 
place on a medical floor where the least intensive medical treatment is delivered at a cost of 
$4,000, which is a minimum average cost per hospital stay (AHRQ, 2013).  
According to the literature, social worker turnover within a public entity ranges 20-60% 
(National Association of Social Work, 2010). Turnover factors include salary, caseload, burnout 
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or emotional exhaustion, lack of supervisory or coworker support, and lack of organizational 
commitment to employees (National Association of Social Work, 2010). By instituting a 
spirituality program to address documented factors of turnover such as emotional exhaustion or 
perceived lack of support and positive regard, a probability exists the lowest possible predictive 
rate of 20% from the literature if reduced arbitrarily by 5% to 15% would result in the retention 
of one staff member at a cost savings of $27,500 in separation, replacement and training costs 
(Dorch, McCarthy, & Denofrio, 2008). 
These were conservative, underestimated figures that managed to convey the cost benefit 
of instituting a bimonthly spirituality and clinical practice program towards the personal and 
professional spiritual development of healthcare professionals to enhance staff wellbeing and 
knowledge as well as address the dearth of advance care planning discussions. For every dollar 
invested in the spirituality program there is a return on investment of $78 for the end of life 
hospitalization cost dependent variable. For every dollar spent, there is a return on investment of 
$5 for the staff retention dependent variable.  The total cost savings is estimated at $420,000. 
Study of Intervention 
Framework. RE-AIM (reach, effectiveness, adoption, implementation, maintenance) 
was the public health model selected for project evaluation. Its focus is the evaluation of 
evidence-based interventions, whether physical, psychological, or behavioral towards health 
promotion and minimization of health risks. The model promotes the idea that environment 
affects behavior change. The model frames the stages of a project and evaluates processes, 
effects, and outcomes (King, Glasgow, & Leeman-Castillo, 2010). In the reach category, an 
estimation is made of the intended audience. This is accomplished through a series of simple 
calculations. The target population for this intervention was 13 staff members. Of those, 13 were 
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exposed to recruitment through a flyer. Of those exposed to recruitment, seven staff members 
responded and all were eligible to participate. Therefore, the recruitment rate was 54%. The 
percentage of eligible staff was 54%. The minimum targeted rate of attendance was arbitrarily 
set at 25% of eligible staff.  
The second category of the framework, effectiveness, was measured by careful selection 
of intended outcomes and of a sure method for assessing key outcomes. The targeted individual-
level outcomes were to educate the healthcare professional in identifying core beliefs, values, 
and a spiritual practice; creating a practice for guiding the client/patient in self-reflection, 
spiritual practice, and advance care planning; and connecting with colleagues. The global 
outcomes were staff renewed sense of meaning and purpose in professional work life and 
increased sense of spiritual wellbeing. To determine the effectiveness of the project, outcomes 
were measured through pre- and post-tests. To increase effectiveness, pre- and post-tests were 
designed for each seminar and measured three categories of change: knowledge confidence, and 
experience. The RE-AIM framework also requires an assessment how an intervention will need 
to be adapted to benefit the participants. To address this point, the pre- and post-tests were 
designed to elicit seminar feedback. Also, the seminars were scheduled with one or two days 
between sessions, thus making it possible to incorporate and alter the educational content.    
In the adoption stage, the project manager determines which setting would best support, 
and would be best served by the intervention of. Due to challenging nature of serving a 
vulnerable, aging population in need, and working within the confines of state mandates and 
resources, the Department of Aging and Adult Services was premeditated to be an ideal setting 
for the intervention. During the macro-system assessment, the assumption that the professional 
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work accomplished at the department had the potential for compassion fatigue, burnout, and 
turnover was confirmed in interviews and fieldwork.  
Secondly, the framework guides the project manager to consider how to develop 
organizational support for a sustained outcome. To ensure long-term organizational commitment, 
the data collection and results were geared for the social work supervisor who was identified as 
the key stakeholder most likely to value individual-level changes. The supervisor had the 
authority to vet the intervention, provide resources, and mobilize staff to attend the intervention. 
It also fell under the purview of this individual to determine if the intervention had a future state 
in the form of a spirituality and clinical practice series or group. To increase the probability of a 
long-term plan, the social work supervisor was invited to attend one seminar; a co-facilitator was 
recruited to maintain the effort beyond the three-part seminars; and the final data analysis, 
favoring a continued spirituality and clinical practice forum, was shared with the key 
stakeholders.   
Implementation asks how consistently the intervention will be delivered to the target 
population. The premise of the implementation category is that iterations of the intervention 
occur based on feedback, results, and policies, which lend to an improved and sustained 
program. There was deliberate effort to stage the intervention over multiple seminars. This was 
done to cover the substantial amount of material and to build a sequential intervention, allowing 
for reflection between seminars and modifications to content. The intervention was staged to 
initially garner participant interest and comfort with spirituality through personal self-reflection. 
The follow-up seminar built on established participant comfort to consider patient self-reflection. 
Further, the third seminar was directed to engage the topic of advance care planning, a discussion 
that has proven to be uncomfortable for both provider and patient (Keary & Moorman, 2015; 
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Periyakoil, Neri, & Kraemer, 2014). The staged intervention was planned to increase the 
potential for a long-term program.  
Program maintenance refers to the long-term plan to support the intervention over time. It 
was important to address how the organization would sustain the intervention over time given the 
DNP student, as project manager, was not an affiliate of the public health agency. Meaning, 
projects require management by an individual until a future state is solidified. At which point, 
the project is a permanent fixture in the setting, yet must still be facilitated by an individual. If 
the individual were not the DNP student or the social work supervisor, the role belonged to 
someone else. It was for this reason that co-facilitator was recruited to envision a future state 
with the social work supervisor for a spirituality and clinical practice program beyond the 
intervention. Preliminarily, the future state was determined to be a regularly occurring, 
voluntary, and staff oriented program in spirituality and clinical practice, which continued to 
serve the aim of healthcare professional spiritual wellbeing, sense of purpose and meaning, 
increased knowledge and skill in spiritual practices with translation to improved patient 
outcomes of compassionate care, wellbeing, and spiritual care (Appendix K).  
Measures 
Instruments. Unique pre- and post-tests were constructed for each seminar. The pre- 
tests contained five questions with questions reflecting content delivered and self-assessed 
comfort with the content. The post-tests contained ten questions; the first five questions were a 
duplication of the five pre-test questions. The questions were a measure of knowledge and 
confidence. The remaining five post-test questions reflected the incidence of self-reflection, 
engagement with colleagues, and satisfaction with each interactive class.  These questions were 
labeled experience items. A Likert score, ranging 1 = Strongly disagree, 2 = Disagree, 3 = 
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Neutral, 4 = Agree, and 5 = Strongly agree, scaled the participant’s response.  The pre-test 
scoring was dynamic and reflective of the question. For instance, a pre-test question could be 
phrased with an anticipated Likert score in the direction of 1 = Strongly disagree or a score in the 
direction of 5 = Strongly Agree. In other words, depending on post-test question phrasing a 
Likert score of 1 might be more desirable than a Likert score of 5 = Strongly Agree (Appendix 
P). 
Outcomes. Since 2009, the U.S Consensus Project has worked steadily towards a 
consensus of recommendations on research, education, clinical practice, policy, advocacy, and 
community engagement for spiritual integration into the predominant healthcare model 
(Puchalski et al., 2014).  The body of leading experts recognized spiritual care as a necessary 
component of healthcare to offset patient’s perception of lack of compassionate care and whole 
person wellbeing as well as healthcare professional’s feeling ill-equipped to manage the 
suffering of patients and their complex psycho-social, spiritual needs (Puchalski et al., 2014). 
The consensus’ Model of Spirituality and Compassion’s patient and healthcare professional 
outcomes will serve as the project’s measures.  
Namely, the model’s healthcare professional outcomes served as the project’s outcomes. 
They consisted of increased professional sense of meaning and purpose in work and increased 
sense of spiritual wellbeing and conversely, decreased compassion fatigue and burnout 
(Puchalski et al., 2014). To operationalize these outcomes the following learning objectives and 
activities were accomplished. Healthcare professionals were provided the opportunity to: 
1) identify core beliefs and values  
2) develop a repertoire for a personal spiritual practice  
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3) create a practice for guiding the client/patient in self-reflection and spiritual practice, 
4) develop a construct for facilitating an advance care planning discussion,  
5) determine if spirituality has a role in whole health,  
6) connect with colleagues in revelatory way, and  
7) build a reserve from which to drawn on for well-being in relation to themselves, the 
people in their lives, and those with whom they work. 
Analysis 
 The primary methods of data analysis were grouped percentage distribution and percent 
change between pre-and post-tests scores for knowledge items. For the first data analysis 
method, the goal for grouped percentage distribution was a minimum 50% of the participants to 
score answers at or above a Likert score of 4 (Agree) or at or below a Likert score of 2 = 
Disagree, depending on the phrasing of the seminar post-test question. Recalling that some post-
test questions were phrased to see a negative trend. For example, certain knowledge and 
confidence items were queried in a way that a negative trend on the Likert scale was anticipated, 
such as: “Knowledge and understanding of spiritual matters is a barrier to discussion.” A 
negative trend was anticipated for this question, thus after seminar two if 50% or more of 
participants felt the spirituality content of that seminar had improved participant knowledge and 
understanding, the anticipated post-test response would negatively trend. The grouped 
percentage distribution goal of 50% was arbitrary. Meeting the 50% goal indicated an improved 
trend for knowledge and confidence items.  
The goal for the post-test knowledge and confidence measures was at least a one-point 
change on the Likert scale for an arbitrary goal of 30% of participants per seminar. A greater 
than one-point increase exceeded expectations for the knowledge and confidence measures per 
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participant for seminar post-test question. If a two-point change occurred, it would imply the 
content corresponding to the knowledge item was delivered effectively and the participant found 
the content to be of significance either personally or professionally.  
If the 30% goal was met or exceeded, then that seminar’s educational content succeeded 
in improving knowledge and confidence measures affected more than one participant. If a 
combined two-point increase for greater than 30% of participants was achieved, then the 
educational content was considered significant in content for most the participants. These 
percentages were calculated first across individuals and then cumulatively for group percentage 
per seminar post-test question. Overall, a trend of increased knowledge, confidence and 
increased experience scores indicated success with the project spirituality and clinical practice 
content.  
Ethical considerations  
The University of San Francisco School of Nursing Professions committee vetted the 
DNP intervention quality improvement project in January 2017. It was approved as an evidence-
based change of practice project without the requirement for submission to the University’s 
Institute Review Board (Appendix B). In September 2017, the Supervisor for the department of 
Information and Assistance (I&A) within the Marin County Department of Aging and Adult 
Services provided organizational approval for the intervention. The DNP project addressed 
several national ethical codes and organizational aims. The DNP project addressed the public 
health services goal outlined by the National Public Health Performance Standards Program 
(NPHPSP): assure competent public and personal health care workforce and research for new 
insights and innovative solutions to health problems (CDC, 2014). 
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 The DNP project addressed the national council mandates. The International Council of 
Nurses’ (ICN) ethical code (2006) requires nurses to ensure their clinical competence through 
continued learning and good personal health practices. Personal health included physical, mental, 
social, and spiritual wellbeing. The American Nurses Association (ANA) code of ethics 
mandates nurse self-care which includes the mitigation of compassion fatigue through diet, 
exercise, rest, family and personal relationships, and spiritual and religious needs (Lachman, 
Swanson, & Winland-Brown, 2015). Nurse practitioner core competencies include the 
incorporation of spiritual beliefs, values, and preferences into the health care plan; management 
of spiritual and ethical conflict that may arise between patients, families, and caregivers; and the 
provision of healthcare professional education for spiritually competent and sensitive care 
(National Organization of Nurse Practitioner Faculties, 2017).  
Four ethical principles were considered in the delivery of the project. Autonomy, or 
moral concern owed an individual, was exercised through the request for consent to participate 
and the request for sessions to be recorded. Non-maleficence, defined as the effort to avoid 
psychological, moral, emotional, or spiritual distress, and beneficence guided the development of 
the intervention. It was the joint effort of the DNP student and the co-facilitator, that benefits and 
harms were moderated during each seminar. Justice was emphasized through the participant’s 
right to a fair and equal role in the intervention (Grace, 2014).  
Jesuit spirituality encompasses several principles of which Cura Personalis and 
Contemplative in Action aligned with the intervention. A 20th century concept, Cura Personalis 
refers to the deep, abiding regard a teacher has for the student. It translates from Latin as care of 
the individual (Geger, 2014).  It instructs the teacher to engage the student in their affective, 
moral, and spiritual development as well as guide the student in personal relationships, and 
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intellectual and social justice pursuits. Contemplative in action is the individual who seeks 
opportunity to engage others in spiritual conversation for the realization of beliefs, values, and 
meaning in the transcendent (Geger, 2014). 
Results 
Through the delivery of three seminars, healthcare professionals were provided the 
opportunity to: 
1) identify core beliefs and values  
2) develop a repertoire for a personal spiritual practice  
3) create a practice for guiding the client in self-reflection and spiritual practice,  
4) develop a construct for facilitating an advance care planning discussion,  
5) determine if spirituality has a role in whole health,  
6) connect with colleagues in revelatory way, and  
7) build a reserve from which to drawn on for well-being in relation to themselves, the 
people in their lives, and those with whom they work.  
The data analysis below demonstrates quantitatively how each of the project aims and measures 
were met.  
 The goal for grouped percentage distribution was met with 97% of seminar post-test 
questions scoring at or above a Likert score of 4 (Agree) or at or below a Likert score of 2 
(Disagree). The single exception to the goal was seminar two, post-test question eight where 
40% of participants scored strongly agree and 60% scored neutral to the question: “Today’s 
seminar encouraged me to ask a spiritual question of a colleague if it might help him/her gain 
spiritual insight” (Appendix O). The DNP student can only surmise professional boundaries to 
explain the 60% neutral response. In addition, seminar two, post-test question five negatively 
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trend for 80% of participants, which signified a positive outcome. This was an expected result. 
Overall, there was a positive trend for grouped percentage distribution knowledge and 
confidence items.  
The second goal was a minimum one-point change for post-test knowledge and 
confidence items for at least 30% of participants, per seminar. The goal was 60% met. Of the 15 
pre- and post-test knowledge and confidence questions, a minimum one-point change occurred 9 
times. A two-point change occurred five times and a three-point change occurred for four post-
test questions. Expressed in cumulative percentages, one question achieved a 100% post-test 
change; two post-test questions scored greater than 75%; four post-test questions tallied greater 
than 40%, and two questions scored 33%. These changes implied content corresponding to the 
knowledge and confidence items was significant either personally or professionally to 
participants and the content delivery was effective. 
The intervention was judged successful on several points. A minimum goal of 25% staff 
attendance was met. The actual percent of ‘reach’ into target population for each seminar was 
46%, 38%, and 31%, respectively. The 25% attendance rate was an acceptable margin of error 
given the challenge of sample size and voluntary participation. Three seminars were delivered. 
The three seminars were adequate in number and length to deliver all intended content to meet 
the seven intervention aims. In addition, two significant post-test data items measuring the 
effectiveness of the intervention were 1) Identification of spiritual beliefs, values, and practices 
and 2) Enhanced well-being and meaningful in professional work rated highly in the post-test 
quesionnaires. Post-test evaluation of the item for identification of spiritual beliefs, values, and 
practices resulted in 66% of participants in strong agreement and 33% in agreement. Fifty 
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percent of participants were in agreement that the intervention had enhanced well-being and 
aided in the meaningful discovery of professional work.  
Discussion 
Summary 
 The seven intervention aims were to assist the healthcare professional in identifying core 
beliefs and values, developing a repertoire for a personal spiritual practice, creating a practice for 
guiding the client/patient in self-reflection and spiritual practice, developing a construct for 
facilitating an advance care planning discussion, determining if spirituality has a role in whole 
health, connecting with colleagues in revelatory way, and building a reserve from which to draw 
on for well-being in relation to themselves, the people in their lives, and those with whom they 
work. These aims were accomplished through a series of seminars with overarching themes of 
self-reflection of spiritual values, meaning, and beliefs and practices; engagement on how 
spiritual beliefs and practices would play a role in clinical practice and the delivery of services 
and care; and, taken together, how these elements lead to meaningful advance care planning. 
Through these efforts, it was goal of the project to positively affect healthcare professional 
spiritual wellbeing, sense of purpose and meaning in her professional work, and increased 
knowledge and skill in spiritual beliefs, values, and practices. 
Recalling the project theoretical framework, the Model of Spirituality and Compassion, 
the domain of compassionate presence, which signifies openness, connectedness, and comfort 
with spirituality, the corresponding intervention aim was to 1) determine if spirituality has a role 
in whole health. Corresponding intervention post-test questions that underscored the domain 
were 1) spirituality plays a role in individual’s lives whether they are aware or not (83% strongly 
agreed, 17% agreed) and 2) the more I discuss spirituality and death the more comfortable I am 
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(50% strongly agreed, 50% agreed) 3) spirituality helps with compassions fatigue (75% strongly 
agreed, 25% agreed).  
Under the domain of attendance to patient values and beliefs intervention aims were 1) 
create a practice for guiding the patient in self-reflection and spiritual practice and 2) develop a 
construct for facilitating an advance care planning discussion. Related intervention post-test 
questions were 1) the death over dinner series provides an innovative way to conduct end of life 
discussions (33% strongly agreed, 33% agreed) 2) I see there is a way to address individual’s 
fear of death and dying that was previously thought (25% strongly agreed, 50% agreed) (4) 
advance care planning might benefit from inclusion of a spiritual discussion (50% strongly 
agreed, 25% agreed) 4) I plan to experiment with the spiritual class materials in my clinical work 
(25% strongly agreed, 50% agreed).  
Under the domain of healthcare professional awareness and development of one’s own 
spiritual beliefs, values, practices, and assessment of mortality lies the intervention aim of 1) 
identify core beliefs and values 2) develop a repertoire for a personal spiritual practice 3) connect 
with colleagues in revelatory way. Related intervention post-test questions were 1) I feel 
confident in my ability to express my personally held values (66% strongly agreed, 33% agreed) 
2) I am able to express how my definition of spirituality gives my life meaning (66% strongly 
agreed, 33% agreed) 3) I engage in spiritual practices on a daily basis (66% strongly agreed, 33% 
agreed) (4) I am comfortable engaging in gratitude practice (87% strongly agreed, 17% agreed) 
5) I discovered something new about one of my colleagues (83% strongly agreed, 17% agreed). 
The last domain of spiritual care was extrinsic spiritual care, which includes recognizing 
spiritual distress, taking a spiritual assessment, and identifying sources of strength and hope. 
Corresponding intervention aim were 1) build a reserve from which to drawn on for well-being 
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in relation to themselves, the people in their lives, and those with whom they work. Core 
intervention post-test questions that addressed this domain were 1) I am interested in taking a 
client spiritual history (40% strongly agreed, 20% agreed) 2) I recognize spiritual distress in 
myself and others (20% strongly agreed, 60% agreed) (2) there is a place for spirituality in my 
work (83% strongly agreed).  
Remaining intervention questions that demonstrated the value of spirituality and clinical 
practice were 1) I would be interested in continuing a series on spirituality and clinical practice 
among my colleagues (25% strongly agreed, 50% agreed) (2) it was worthwhile to attend the 
classes (75% strongly agreed, 25% agreed) 3) research shows spirituality is beneficial to client 
and patient wellbeing (83% strongly agreed, 17% agreed) 4) content and discussion increased my 
knowledge of spirituality (17% strongly agreed, 67% agreed) (5) the seminars helped me 
recognize the meaning and purpose in my professional work (25% strongly agreed, 50% agreed). 
Other revealing post-test question results were 1) at any one time during the classes, I 
experienced a sense of spiritual peace (50% strongly agreed, 50% agreed) 2) I have a clear 
understanding of what spirituality means (20% strongly agreed, 80% agreed).  
Interpretation 
Best, Butow, and Olver (2016) published a qualitative article on physician’s responses to 
the query of how spirituality was discussed with patients. Several themes emerged from the 
semi-structured interviews. Participants described the necessary step of personal reflection on 
spiritual beliefs and mortality in addition to the development of spiritual practice. Participants 
emphasized the need for continual reflection and self-care to create a sense of ease, which 
translated to the patient and paved the way for increasingly personal discussions (Best et al., 
2016). Recognizing spiritual distress, engaging tentatively and with active listening, then 
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allowing for silence were methods for facilitating a spiritual discussion that allowed patients to 
engage in the spiritual work only they could do for themselves (Best et al., 2016). Healthcare 
professional participants emphasized the value of spiritual care to increase patient coping and 
quality of care. 
Cockell and McSherry (2012) provided a systematic review of international research on 
spiritual care delivered by the nursing profession. The intent of the review was to provide nurse 
managers an evidence-base for consideration of spiritual care into an organization’s delivery 
model. Eighty research papers were categorically presented as interventions for nursing 
education, care of the practitioner, development of a spiritual care standard, identification of a 
leading spiritual assessment tool, promotion of spiritual care within organizational culture, and 
identification of need within the field of palliative care and hospice. The authors aimed to 
address the recently popularized role of spiritual care in context with the rapidly evolving body 
of literature.  
The relationship between spiritual care and advance care planning has not yet been 
firmed established in the literature or in practice. Chrash, Mulich, and Patton (2011) made an 
argument for the efficacy of spiritual care and advance care planning by emphasizing advanced 
practice nurses’ (APN) role in holistic assessment of patients and the need to provide the care 
patients want most at end-of-life, which is to die at home. In the absence of holistic assessment 
and garnering patient preferences and wishes derived from values and beliefs, patients and 
surrogates are forced to make decisions of a critical nature at the most pressing and emotional 
times (Chrash et al., 2011). The authors recognized APN skill and competency as key 
determinants in bridging the gap between patient expectations and the present reality of end-of-
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life care. Holistic assessment with an emphasis on spiritual assessment provides the link to 
increase quality advance care planning (Chrash et al., 2011). 
Limitations 
 The intervention was limited by sample size derived from a small target population and 
voluntary participation. In the Reach stage of the RE-AIM public health methodology, efforts to 
publicize the project resulted in a recruitment rate of 54%. During the implementation stage, the 
actual percent of Reach into target population for each seminar was 46%, 38%, and 31%, 
respectively. These figures reveal an additional limitation of the project. There was a seven 
percent attrition rate per seminar, which correlates to the loss of one participant per seminar. 
Causes for attrition were annual leave and a medical emergency. Sample size and attrition were 
not preventable.  
Administrative limitations are resources, including budget, personnel, equipment, 
facilities, and competing interests (Langley, Moen, Nolan, Nolan, Norman, & Provost, 2009). 
Demonstrating how administrative resources had the potential to inflict a minor limitation on the 
project, each seminar was one hour in length. The one-hour time allotment took participants 
away from their duties, therefore the benefit needed to outweigh the cost of attendance. Spiritual 
care is not yet seen as a strong economic variable (Sulmasy, 1999). However, the social work 
supervisor felt the benefit would outweigh the cost and required seven of her direct supervisees 
to be present.  
Despite the endorsement of spiritual care by the Joint Commission, the American Nurses 
Association, and the National Association of Social Work, the project revealed an unexpected 
critical limitation to a future state, and that was the perception that spiritual care conflicts with 
professional standards. This was demonstrated in seminar two, question two, in which 60% of 
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participants agreed, and 20% strongly agreed that ‘Maintaining professionalism is a significant 
barrier to spiritual discussion.’ Qualitatively, however, all seminar two participants stated they 
have spiritual discussions with clients on intake assessments, largely due to the distress the 
individual is under at the time of the initial phone call. Critical to future efforts is the delineation 
of current accrediting regulations and professional ethical standards.  
Conclusions 
Future state. For the intervention to be adopted and maintained over time, the effort 
requires consistent implementation. There were two ways to accomplish this goal: a grassroots 
effort driven by staff with supervisory endorsement or administrative mandates of ethical and 
cultural competence. Of the two options, a grass roots effort is the best option for sustainability 
(King et al., 2010). In theory, quality improvement should be bottom up or frontline driven, 
versus top down management strategy. This DNP quality improvement project had a strong 
probability of developing into a long-term program due largely to the effort of the co-facilitator. 
At the time of this publication, the co-facilitator and social work supervisor were in preliminary 
discussion regarding objective, design, and strategies for a spiritual-based program to serve the 
setting’s healthcare professionals.  
The true mark of project success was how seriously the healthcare providers took their 
own spiritual development. Pre-tests, post-tests were calculated and weighed to factor 
effectiveness, but as Sulmasy (2002) implied, it is the non-measurable units, the ineffable where 
countless opportunities of meaning were found. It is in meaning, with spirituality and healthcare 
as vehicles, the acknowledgement of the sacred connection between body, mind, and spirit was 
made. The intention of the thesis quality improvement project was to create a cultural shift. To a 
degree, the elements necessary for a cultural shift were already present, most participants self-
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identified as spiritual. Pre-test results demonstrated this point with 80% of participants agreeing, 
and 20% of participants strongly agreeing to the question ‘I have a clear understanding of what 
spirituality means.’ Perhaps what was most necessary for the development of clinical spiritual 
care in this setting was an impetus.  
Noble & Jones (2010) noted five themes related to implementation barriers of spiritual 
training: varied understanding of spirituality, healthcare professional’s own ill-defined 
spirituality, spiritual coping skills, communication, time and priorities, and spiritual care training. 
In a separate study, advanced practice healthcare professionals cited time, training, priorities, 
discomfort and uncertainty identifying with patient’s revelations, and administrative disciplinary 
action as obstacles to the delivery of spiritual care (McCauley, Jenckes, Tarpley, Koenig, Yanek, 
& Becker, 2005). Participants in the McCauley et al., (2005) study felt spirituality had a place in 
healthcare, although the belief persisted that a fine line between professionalism and 
proselytizing existed. It was at this juncture the participants were hesitant to engage in spiritual 
care for fear of violating a professional or ethical standard. 
In the case of this DNP project, participants also demonstrated the same professional 
concern with 20% strongly agreeing and 80% agreeing to the post-test question: “Maintaining 
professionalism is a significant barrier to spiritual discussion.” Further, the post-test cumulative 
percentage increased for 40% of the participants who demonstrated a change from a pre-test 
opinion of disagree and neutral to both agreeing professional boundaries were a barrier. 
However, the fear of offending fellow participants with personal subject matter did not inhibit 
participation. This was best demonstrated by post-test question scores for questions such as 1) 
there is a place for spirituality in my work (83% strongly agreed) and 2) I would be interested in 
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continuing a series on spirituality and clinical practice among my colleagues (25% strongly 
agreed, 50% agreed). 
Project content did not conflict with the participants established belief systems, and the 
training was sufficient to accomplish learning objectives. Discussing spiritual issues did not 
trigger known distress related to the project. Building meaningful and trustworthy relationships 
to engage in collegial spiritual discussion did not pose a challenge for this intervention’s 
participants (Best et al., 2015; Sulmasy, 2009). The DNP project results were similar to several 
studies both in the evidence table and those discovered subsequently, which support healthcare 
professional training in spiritual care, both for the individual and for patients.  
Promise for a future state was demonstrated with seminar two, question nine which stated 
‘I enjoy discussing this topic with my colleagues’ with 20% agreeing and 80% strongly 
agreeing.’ Other promising post-test responses supporting a long-term program were 1) it was 
worthwhile to attend the classes (75% strongly agreed, 25% agreed), 2) research shows 
spirituality is beneficial to client and patient wellbeing (83% strongly agreed, 17% agreed), 3) I 
feel the classes helped me recognize the meaning and purpose in my professional work, and 4) at 
any one time during the classes, I experienced a sense of spiritual peace (50% strongly agreed, 
50% agreed). It was a goal of the project to serve the research and evidence-based community by 
having followed long-standing recommendations for integrating healthcare spiritual competence. 
The project was judged a promising beginning to a future state where a regularly occurring 
spirituality and clinical practice might launch.  
Improvements. Several recommendations would strengthen the replication of the 
intervention. Attention should be paid to recruitment and attendance, real or perceived barriers, 
and conflicting interests to increase participation. Accomplishing higher attendance would 
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involve identifying all potential stakeholders early in planning while determining if and how the 
intervention correlated to current priorities and conflicts. It would be important to assess 
organizational policy and procedure for impact.   
In terms of materials, tools, and structure, emphasis should be placed on trialing other 
spiritual assessment tools for identifying values, beliefs, practices, and community in relation to 
medical-decision making. An additional evidence-based tool to test is the Functional Assessment 
of Chronic Illness Therapy- Spiritual Wellbeing or FACIT-SP (Brady, Peterman, Fitchett, Mo, & 
Cella, 1999). A second evidence-based tool for spiritual assessment is the Spirituality and 
Resilience Assessment or SRA (Kass & Kass, 2000). The SRA holds promise for its ability to 
gauge spirituality in relation to a healthcare professional’s resilience on the job with an attractive 
interpretive scoring feature that suggests improvements towards spiritual and psychological 
growth.   
An unexpected, and well-received facet of the spirituality and clinical practice 
intervention was lecture. Lecture was not included in the original design of the intervention due 
the assumption multiple religious and spiritual constructs would not lend well to in depth 
discussion of spiritual fundamentals. In addition, since the audience was adult learners a second 
assumption was made that the participants would benefit from an interactive and open forum 
structure. As it turned out, participants were eager for deeper spiritual concepts and preferred a 
lecture type of educational delivery.  
Other considerations for improvements were modifications to the FICA spiritual 
assessment exercise, inclusion of an exercise of personal significance for the participants, and 
incorporating a spiritual modality, such as the qigong, in each seminar. Regarding improvements 
with the spiritual assessment exercise, the DNP student would designate more time to the 
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exercise of taking a spiritual history, perhaps recommending participants take a history of a 
personal contact to develop comfort outside the intervention setting. A second consideration was 
the inclusion of a personal exercise such as writing a letter to the participant’s higher self, higher 
power, or write a life review of life goals already attained and life goals not yet accomplished. 
Such an exercise would provide participants a way to orient themselves to a higher spiritual 
source, or orient towards a personal future state of meaningful life goals. In conclusion, the co-
facilitator’s spiritually–oriented qigong practice was well received and would serve as a 
centering exercise at the opening or closing of each seminar.  
 Not included in the intervention or body of the thesis, an abbreviated version of the 
intervention was delivered to six baccalaureate nursing students just as the staff-focused 
intervention were concluding. The one and one half hour seminar included those fundamental 
elements that had been received overwhelmingly by the intervention participants. The students 
engaged with the MMRS questionnaires of values, meaning, and daily spiritual practice. The 
experience of completing the surveys and select items on the questionnaire were discussed. 
Subsequently, a lecture based on Zukav’s (1989) spiritual principles was delivered with 
considerable time spent exploring the nursing students working spiritual definitions and concepts 
as well as personal spiritual experiences. In conclusion, a few selections from the Death over 
Dinner website were viewed and discussed in detail. Qualitatively, the seminar was well received 
by the students and perhaps suggests a need in the nursing curriculum. 
Other Information 
Funding 
 The DNP student had no external financial sources to report. Any costs accrued were 
paid for by the student.  
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Appendix A 
Definitions 
Advance care planning: An individual process of making decisions about future medical care, if 
the individual were incapacitated and unable to participate in medical decision-making. Ideally, 
advance care planning includes a life review and identification of life goals not yet met, 
contemplation of values and wishes, and evaluation of treatment options as they related to life 
goals and values. Further, advance care planning requires communication of these discoveries to 
a surrogate, or an individual who will speak for the individual if incapacitated, and a primary 
healthcare provider. The process is summed up with completion of appropriate legal 
documentation. Advance care planning is dynamic and should be revisited at intervals 
throughout the healthcare continuum (Sudore, 2008) 
 
Religion: A specific set of beliefs about the transcendent (the divine however conceived), 
usually in association with a particular language used to describe spiritual experiences, and a 
community sharing key beliefs, as well as certain practices, texts, rituals, and teachings 
(Sulmasy, 1999). 
 
Spirituality: An aspect of humanity that refers to the way individuals seek and express meaning 
and purpose and the way they experience their connectedness to the moment, to self, to others, to 
nature, and to the significant or sacred (U.S. National Consensus Project, 2014). 
 
Self-reflection: A deliberate, metacognitive process involving self-observation of thoughts, 
feelings, attitudes, and behaviors. Self-reflection is most productive as a planned component of 









SPIRITUALITY IN CLINICAL PRACTICE: RECOGNIZING THE IMPORTANCE OF VALUES 79 
Appendix B 
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Appendix C 
























































































































































































































































































































































































































































































































































































































































































































































































life scores.  
Limitation: 
Training was 


































































F = 6.03,  
p = 0.018. 
Spiritual 
integrity: 
F = 5.56,  
p = 0.023. 
Leadership 
practice:  
F = 5.56, 
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burnout:  
F = 20.57, 































































































Note: RCT = randomized controlled trial; DV = dependent variable; IV = independent variable. 
MD = Medical Doctor. MLP = Mid-level Practitioner. RN = Registered Nurse. SW = Social 
worker. FACIT-Sp = Functional Assessment of Chronic Illness Therapy-Spiritual Well-being. 
FACT-G = Functional Assessment of Cancer Therapy- General. Evidence evaluated with John 
Hopkins Nursing Evidence Based Practice Research Evidence Appraisal Tool & John Hopkins 
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Appendix D  
Gap Analysis 
 













Healthcare Professional: Identify core 
beliefs, values, and practices. Connect 
with colleagues in meaningful way to 
prevent compassion fatigue. Build 
practice of wellbeing.* 
 






Integrate use of 
MMRS, FACIT-sp, 
or SRA for 
identification of 








Create method and comfort guiding 
patient towards identified beliefs, 
values, and practices. Foster 
discussions between patient and family 
that identify life goals, quality of life, 























assessment tool, such 
as the FICA. 
Develop method and comfort around 
death and dying discussions, facilitate 












such as Death over 
Dinner to normalize 
end of life 
discussions and aid 
advance care 
planning. 
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Name of Activity 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31
1.1 Identify setting
1.2 Identify and engage 
key stakeholders
1.3 Review setting county 
demographics, statistics
1.4 Determine relevance to 
setting




1.7 Identify training 
opportunities
1.8 Follow up with key 
stakeholder
1.9 Conduct informational 
interview with ISP 
1.10 Develop content, 
format
Month # 1: August 2017
2.0 Need Assessment
Name of Activity 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31




2.4 Conduct macrosystem 
assessment
2.5 Online spirituality 
training
2.6 Attend spirituality 
recovery group
2.7 Consult with key 
stakeholders
2.8 Conduct focus group
2.9 Identify and confirm co-
facilitator
2.10 Identify target 
audience
Month # 2: September 2017












Name of Activity 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31
3.1 IHSS fieldwork
3.2 Develop evaluation 
measures
3.3 Schdeule seminars
3.4 Confirm equipment, 
facillities, funding
3.5 Shadow staff
3.6 Consult with key 
stakeholders
3.7 Facilitate spirituality 
recovery group
3.8 Finalize content, 
format
3.9 Deliver first semianr
3.10 Assess feedback
Month # 3: October 2017
4.0 Evaluation
Name of Activity 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31
4.1 Deliver second 
seminar
4.2 Assess feedback
4.3 Deliver third semianr
4.4 Compile quantitative 
data
4.5 Compile qualitative 
data
4.6 Evaluate methodology, 
aims met
4.7 Analyze and compile 
data
4.8 Evaluate return on 
investment
4.9 Determine impact
4.10 Follow up meeting 
with stakeholders, co-
Month # 4: November 2017
































Appendix I  
Budget 
• Evidence-based support for spiritual 
intervention
• Supervisory support for spiritual intervention
• Multidiscipline collaboration
• Internal (co-facilitator) a sustainable measure
Strengths
• No existing framework for spiritual care
• Knowledge & comfort with spiritual matters a 
barrier    
• Time/work expectations barrier to daily spiritual 
practice  
Weaknesses
• Healthcare professsional outcomes:
• Renewed sense of meaning and purpose in work
• Renewed sense of personal spiritual well-being
• Incrased confidence in spiritual-client 
engagement
Opportunities
• Intervention initiated/led by non-affiliate
• Introduction of tool/perception of more work
• Maintain professional boundaries
• Other competing resource priorities 
Threats













Budget and Return on Investment Proforma 
Personnel Time (hours) Sub-total
Stakeholder (s) 5 5
Staff 3 3
Co-facillitator 5 5
Program Manager (DNP student) 150 150
Total 163
Personnel Value (dollars) Sub-total
Stakeholder (s) 50.00$                   250.00$                                               
Staff 35.00$                   105.00$                                               
Co-facillitator 35.00$                   175.00$                                               
Program Manager (DNP student) 50.00$                   7,500.00$                                             
Total 170.00$                 8,030.00$                                             
Out-of-pocket Value (dollars) Sub-total
Direct costs
Spirituality training 10.00$                   10.00$                                                 
Folders, printer paper 50.00$                   50.00$                                                 
Food 60.00$                   60.00$                                                 
Total 120.00$                                               
Indirect costs (In-kind contribution)
Facility, equipment 100.00$                 100.00$                                               
Personnel costs 8,030.00$               8,030.00$                                             
Total 8,130.00$                                             
Total Expenses 8,250.00$                                             























Continuous Quality Improvement Model 
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Hello All,  
 
This might be the most unusual dinner invitation I have ever sent, but bear with me. I think we 
are in for a remarkable experience.  
 
I recently stumbled upon the work of a group of healthcare and wellness leaders who are 
committed to breaking the taboo regarding conversations about end of life.  
 
Their project "Let's Have Dinner and Talk About Death" aims to inspire an ever-growing 
community of people to talk about an often-not-discussed topic—death and dying. As the 
opening statement on their website notes "How we want to die represents the most important and 
costly conversation America isn’t having."  
 
I would be honored if you would take the time to join me for a light snack and engage in this 
conversation. This is not meant to be a morbid conversation, but instead a very human one where 
we consider what we want, both in life and during its closure. Through sharing our thoughts and 
feelings on this subject, we can more readily move through our fears, shed inhibitions, and forge 
deeper understanding and connection with our loved ones. To learn more about this unique 
project, visit http://deathoverdinner.org/.  
Details  
Date: November 6 
Time: 430pm 
Location: Building 20, John Muir Conference Room 
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So that we can have starting places for our shared conversations, I have selected a few 
"homework" assignments for all of us to watch and listen to before we gather at the table. They 
are very short but are quite engaging, informative, and inspiring. 
 
Watch:  The Coffinmaker 
Every year, Americans bury enough metal in the ground to rebuild the Golden Gate Bridge, says 
Vashon Island coffin maker Marcus Daly. His simple, handcrafted wooden coffins are an 
environmentally friendly burial alternative. But Daly believes a coffin's most important feature is 
that it can be carried. 
 
Listen:  What Doesn't Kill You 
Tig was diagnosed with cancer. A week later she went on stage in Los Angeles and did a now-
legendary set about her string of misfortunes. Please listen from 3:04 - 15:35. 
 
Watch:  Before I die I want to... 
In her New Orleans neighborhood, artist Candy Chang turned an abandoned house into a giant 
chalkboard asking a fill-in-the-blank question: 'Before I die I want to ___.' Her neighbors' 
answers -- surprising, poignant, funny -- became an unexpected mirror for the community. 
 
Watch:  Steve Jobs: How to live before you die. 
At a Stanford University commencement speech, Steve Jobs, urges us to pursue our dreams and 
see the opportunities in life's setbacks -- including death itself. 
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Appendix M 
Data Collection Instruments 
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Marin County Department of Aging & Adult Services Pre-test and Post-test Raw Scores  
Knowledge Day 1 
Knowledge Items 

















1 4 4 5 5 5 5 5 5 5 5 
2 5 5 5 5 5 5 5 5 5 5 
3 4 4 3 4 4 4 4 4 5 5 
4 4 5 4 5 5 5 5 5 4 5 
5 4 5 5 5 5 5 5 5 3 5 
6 3 5 4 4 4 4 5 5 3 3 
Mean 4.00 4.67 4.33 4.67 4.67 4.67 4.83 4.83 4.17 4.67 
Note. 1 = strongly disagree, 2 = disagree, 3 = neutral, 4 = agree, 5 = strongly agree 
Table 2 
Marin County Department of Aging & Adult Services Post-test Percentage Distribution  


































Item 5: There 
is a place for 
spirituality in 
clinical work
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Table 3 
Marin County Department of Aging & Adult Services Post-test Raw Scores Experience Day 1 
Experience items 
Participa
nt Item 6 Item 7 Item 8 Item 9 Item 10 
1 5 5 5 4 5 
2 4 5 5 5 5 
3 5 5 5 4 4 
4 5 5 5 3 5 
5 5 4 5 4 5 
6 5 5 4 4 4 
Mean 4.83 4.83 4.83 4.00 4.66 
Note. 1 = strongly disagree, 2 = disagree, 3 = neutral, 4 = agree, 5 = strongly agree 
Table 4 
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Table 5  
Marin County Department of Aging & Adult Services Post-test Positive Change for Knowledge 




Marin County Department of Aging & Adult Services Pre-test Raw Scores Knowledge Day 2 
Knowledge Items 















1 4 4 3 4 4 4 3 4 2 1 
2 4 4 5 5 3 3 2 4 1 1 
3 4 4 3 3 3 4 3 3 3 2 
4 5 5 5 5 5 5 5 5 5 3 
5 5 4 3 3 3 4 5 4 2 1 
Mean 4.40 4.20 3.80 4.00 3.60 4.00 3.60 4.00 2.60 1.60 












Item 1: Knowledge of 
personally held values
Item 2: Ability to define 
how spirituality gives life 
meaning
Item 5: There is a place for spirituality 
in my work
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Table 7 
Marin County Department of Aging & Adult Services Post-test Percentage Distribution  
Knowledge Day 2 
 
Table 8 
Marin County Department of Aging & Adult Services Post-test Raw Scores Experience Day 2 
Experience items 
Participa
nt Item 6 Item 7 Item 8 Item 9 Item 10 
1 4 4 5 5 5 
2 5 5 5 5 5 
3 3 3 3 5 3 
4 5 4 3 5 5 
5 4 3 3 4 5 
Mean 4.20 3.80 3.80 4.80 4.60 







































SPIRITUALITY IN CLINICAL PRACTICE: RECOGNIZING THE IMPORTANCE OF VALUES 150 
Table 9 
Marin County Department of Aging & Adult Services Post-test Chart of Experience Items Day 2 
 
Table 10 

























to ask a 
spiritual 




ask a spiritual 



















Item 5: Knowledge of spiritual matters is a 
barrier to spiritual discussion 
Item 4: 
Professionalism is a 
barrier
Item 3: 
Able to recognize spiritual 
distress
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Table 11 
Marin County Department of Aging & Adult Services Pre-test Raw Scores Knowledge Day 3 
Knowledge items 












1 2 4 3 3 2 5 4 3 4 5 
2 x x 5 5 5 5 5 5 5 5 
3 1 3 2 4 2 4 4 4 4 4 
4 5 4 3 3 3 4 5 4 2 1 
Mean 2.67 3.67 3.25 3.75 3.00 4.50 4.50 4.00 3.75 3.75 
Note. 1 = strongly disagree, 2 = disagree, 3 = neutral, 4 = agree, 5 = strongly agree 
Table 12 
Marin County Department of Aging & Adult Services Post-test Percentage Distribution  


















Death over dinner is 




dinner is a way 
to address fear  
Item 3: 
More discussion 
leads to greater 
comfort
Item 4: 
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Table 13 
Marin County Department of Aging & Adult Services Post-test Raw Scores Experience Day 3 
Experience items 
Participa
nt Item 6 Item 7 Item 8 Item 9 Item 10 
1 3 4 4 4 4 
2 5 5 5 5 5 
3 4 4 3 5 3 
4 4 5 4 5 4 
Mean 4.00 4.50 4.00 4.75 4.00 
Note. 1 = strongly disagree, 2 = disagree, 3 = neutral, 4 = agree, 5 = strongly agree 
 
Table 14 



















seminar, I had 
a sense of 
spiritual peace
Item 8: 















purpose of my 
work 
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Table 15  
Marin County Department of Aging & Adult Services Post-test Positive Change Knowledge 






















Death over dinner provides an 
innovative way to conduct end of 
life discussion
Item 2: 
There is a way to 
address individual’s 
fear of death & dying 
Item 3:
The more I discuss death and 
dying, the more comfortable I am 
with the topic




Marin County Department of Aging & Adult Services Post-test Responses Day 2 
Post-test item: What did you enjoy most about today’s session? 
 “Sharing-your “soul map” of spirituality. [Co-facilitator’s] exercises.” 
 “Everyone seemed more relaxed and open. Subject matter was very interesting and  
             we could talk for hours!” 
 “Discussing what it means to be spiritual.” 
 “Participant’s sharing what is really meaningful to them in their lives” 
 
Post-test item: Comments? 
 “Awesome” 
 “Wonderful discussion. Thank you.” 
 “I feel spiritual discussions are important to assist people in finding meaning and  
             purpose in their personal and professional lives” 
Table 2 
Marin County Department of Aging & Adult Services Post-test Responses Day 3 
Post-test item: What do you think could be done to further advance care planning in the U.S.? 
 “Talk about it. Normalize it.” 
“More teaching and education on this topic.” 
 “More of these classes. Thank you!” 
Post-test item: Is spirituality a part of whole health? 
 “Yes” 
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“Yes definitely” 
 “Absolutely” 
Post-test item: Additional comments regarding benefits of this class. 
 “Thanks for your time and teaching.” 
 “So grateful…BSN students and I wish to recommend advancing this within the     
             SONHP” 
 “You did a wonderful job in organizing, presenting, re-grouping, and providing excellent  




















REACH Public Health Model 
Measure Definition Data Source Goal 
Reach Minimum 25%  
staff attendance. 
Attendance  Seminar 1: 46% 
Seminar 2: 38% 
Seminar 3: 31% 
Effectiveness Intended participant 
outcomes: 
a) Identify spiritual 
beliefs, values, 
practices. 








a) 66% strongly 
agreed, 33% agreed. 
b) 25% strongly 
agreed, 50% agreed, 
25% neutral. 
 
Adoption Identify ideal setting 
for intervention with 
appropriate site 
permissions. 




Implementation Plan an intervention 
with consistent, and 
repeated iterations. 
Project timeline Three seminars 
delivered. 
Maintenance Develop a long-term 




Development of a 
participant-driven, 
spiritual and clinical 
practice effort. 
 




SPIRITUALITY IN CLINICAL PRACTICE: RECOGNIZING THE IMPORTANCE OF VALUES 158 
Project Summary
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